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1889    Duncan,  John,  M.D.,  St.  Petersburg. 

1889     Dunn,    Louis   Albert,    M.S.,    The    College,    Guy's    Hospital,    S.E. 
Trans.  2,  C.C.  2. 

1884  Edmunds,  Walter,  M.C,  75,  Lambeth  Palace  Road,  S.E.     Trans.  2. 
1882     Emond,  Emile,  M.D.,  113,  Boulevard  Beiiuniarcbais,  Paris. 

1868     Ea-ans,  Julian,  M.B.,  123,  Finborough  Road,  RedclifTe  Square,  S.W. 
1893     Evans,  Willmott  H.,  13,  Taviton  Street,  Gordon  Square,  W.C. 

1888  EVE,  Frederic  S.,  125,  Harley  Street,  Cavendish  Square,  W.    Trans.  3, 

C.C.  6. 

1877  Ewart,  William,  M.D.,  33,  Curzon  Street,  W.    (C.  1884-6.)    Trans.  2, 

C.C.  1. 
1868     Fairbank,  Frederick    Royston,    M.l).,    Westcott,  Dorkiug,   Surrey. 
Trans.  2. 

1889  Fardon,  Edward  Ashbt,  Middlesex  Hospital,  W. 

1885  Fenn,  Edward  Liveing,  M.D.,  Grey  Friars,  Colchester. 
1887     Fenwick,  E.  Hurry,  14,  Savile  Row,  \V.     Trans.  2,  C.C.  2. 

1872  Fenwick,  J.  C.  J.,  M.D.,  25,  North  Road,  Durham. 

1893  Fenwick,  William  Soltau,  JI.D.,  8,  Devonshire  Street,  W.    Trans.  2. 

1878  Field,  George  P.,  34,  Wimpole  Street,  W. 

1876     FiNLAY,    David    White,    M.D.,  2,  Queen's  Terrace,  Aberdeen.      (C. 
1885-7,  S.  1891.)     Trans.  7. 

1894  Fletcher,  Herbert  Morley,  M.D.,  98,  Harley  Street,  W. 

1878     FONMAETIN,   Henry  de,  M.D.,  26,  Newberry  Terrace,  Lower  BuUar 
Street,  Nichoi's  Town,  Southampton. 

1889  Forbes,  Daniel  Maceay,  Sboreditch  Infirmarx ,  204,  Ho.xton  Street,  N. 

1890  Forman,  E.  Baxter,  M.D.,  11,  Brumhum  Gardens,  S.  Kensington,  S.W. 
1890     Foster,  Michael  G.,  M.B.,  M.A.,  Villa  Annita,  San  Remo,  Italy. 
1881     Fowler,  James  Kingston,  M.D.  {Hon.  Secretary),  35,  Clarges  Street, 

W.     (C.  1887-9,  S.  1896-  .)      Trans.  4:,  C.C.  6. 
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.1878     Fox,  ThO-Mas  Colcott,   M.B.,  14,  Harley  Street,  W.     (C.  1888-90.) 
Trans.  6,  C.C.  2. 
1893     FoxwELL,  Arthur,  M.D.,  7,  Newhall  Street,  Birmingham. 
1897     Feipp.  Alfred  Downing,  M.S.,  19,  Portland  Place,  W.     Trans.  1. 
1890     Fuller,  Henry  Roxburgh,  M.D.,  45,  Curzon  Street,  \V. 
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1897     FuKNiVALL,  Percy,  39,  Welbeck  Street,  Cavendish  Square,  \V. 

1891  Fyffe,  \V.  Kington,  M.K.,  B.C.,  19,  Duke  Street,  Manchester  S(|uiire, 
\V.     (Triivelliiig,  New  Zealand.)      Trans.  1. 

1888     (Iage-Hrown,  Charles  Herbert,  M.I).,  85,  Cadog.m  Place,  S.W. 

1895     Galloway,  James,  M.D.,  54,  Harley  Street,  W. 

1887  Garrod,  Archidald  Edward,  M.A.,  M.D.,  9,  Chandos  Street,  Caven- 
dish Square,  W.     (C.  1898-  .)      Trans.  2,  C.C.  3. 

1879     Garstang,  Thomas  Walter  Harropp,  The  Heath,  Knutsfbrd,  Cheshire. 

1885     Gibbons,  Robert  Alexander,  M.  I).,  29,  Cado^ran  Place,  S.^Y.   Trans.  1. 

1893     GiBBS,  Charles,  Charing  Cross  Hospital,  W.C. 

1875     Gilbart-Smith,  T.,  M.A.,  M.D.,  68,  Harley  Street,  W.     (C.  1883-5.) 

1868  Glover,  James  Grey,   M.I).,  25,   Highbury   Place,  N.     (C.  1878-80, 

V.P.  1892-4.)     Trans.  2. 

1893  Glover,  Lewis  G.,  M.B.,  B.C.,  1,  College  Terrace,  Fitzjohn's  Avenue, 

N.VV. 

1875  Godlee,  Hickman  John,  M.S.,  19,  Wimpole  Street,  \\ .  (C.  1882-3, 
1887-9,  S.  1884-6,  V.P.  1895-8.)     Trans.  13,  C.C.  7. 

1882  Goldie,  Robert  William,  Hirst  House,  Hirst,  Moi-peth,  Northumber- 
land. 

1878  Golding-Blbd,  C.  H.,  M.U.,  12,  Queen  Anne  Street,  W.  (C.  1887-9.) 
Trans.  IG,  C.C.  1. 

1894  GoODALL,  EuWARD   WiLBERFORCE,  M.D.,  Eastern  Hospital,  Homertou, 

N.E.     Trans.  5. 

1875  Goodhart,  James  Frederic,  M.D.,  25,  Portland  Place,  W.  (C. 
1880-2,  V.P.  1897-  .)     Trans.  14,  C.C.  2. 

1891  Goodman,  Roger  Neville,  M.B.,  3,  Grove  Crescent,  Kingston-on- 
Thames. 

1869  Good  ridge,  Henry  Frederick  Augustus,  M.D.,  10,  Brock  Street,  Bath. 
1882     GOODSALL,  D.  H.,  17,  Devonshire  Place,  W. 

1877  Gould,  A.  Pearce,  M.S.,  10,  Queen  Anne    Street,    W.     (C.    1885-7, 

1895-8,  S.  1892-5,  V.-P.  1898-  .)     Trans.  12,  C.C.  7. 
1875     GowEES,  Sir  William  Eichaed,  M.D.,  F.R.S.,  50,  Queen  Anne  Street, 

W.     (C.  1881-2.)     Trans.  5. 
1891     Grant,  J.  Dundas,  M.D.,  8,  Upper  Wimpole  Street,  W. 
1868     Green,   T.   Heney,   M.D.,   74,    Wimpole   Street,    W.       (C.   1877-9.) 

Trans.  2,  C.C.  1. 
1875     Greenfield,  William  Smith,  M.D.,   7,  Heriot  Row,  Edinburgh.      (C. 

1881.)     Trans.  3. 
1893     GRIFFITH,  Waltee  Spencer  Anderson,  M.D.,  96,  Harley  Street,  W. 

1895  Geube,  Karl,  M.D.,  24,  Stanley  Gardens,  Hampstead,  N.W.    Trans.  1. 
1895     Guthrie,  Leonard  Geoege,  M.I).,  15,  Upper  Berkeley  Street,  W. 
1887     Habershon,  Samuel  Heebeet,  M.D.,  70,  Brook  Street,  W. 

1875     Hale,  C.  D.  B.,  3,  Sussex  Place,  W.     Trans.  1. 

1878  Hall,  F.  de  Havilland,  M.D.,  47,  Wimpole  Street,  W.     (C.  1885-7.) 

Trans.  8,  C.C.  5. 


XXX  List  of  Members. 

Elected 

1889  Halstead,  Geoege  Ezra,  M.D.,  B.S.,  Albion  Hill  House,  Ranisgate. 

1888  Handfield-Jones,  Montagu,  M.D.,  35,  Cavendish  Square,  W. 

1886     Handford,  Heney,  M.D.,  14,  Regent  Street,  Nottingham.    (C.  1893-4.) 

Trans.  8,  C.C.I. 
1886     Hardie,  James,  M.D.,  15,  St.  John  Street,  Manchester. 

1890  Haepee,  James,  M.D.,  25,  Rosary  Gardens,  South  Kensington,  S.W. 
1872     Haeeis,  Henet,  M.D.,  Trengweath,  Redruth,  Cornwall. 

1889  Haeeis,  Heebeet  Elwin,  M.B.,  13,  Lansdowu  Place,  Victoria  Square, 

Clifton,  Bristol.     Trans.  1. 

1881  Haeeison,    Chaeles    Edwaed,    M.B.,    Grenadier    Guards    Hospital, 

Rochester  Row,  S.W. 
1892     Haeeisox,  Damee,  53,  Rodney  Street,  Liverpool.     Trans.  1. 
1869     Hawaed,  J.  Waerington,  16,  Savile  Row,  W.     (C.  1876-8,  1884-6, 

S.  1881-3,  V.P.  1888.)     Trans.  14. 
1886     Hawkins,    Feaxcis    Henet,    M.B.,    73,    Loudon    Street,    Reading. 

TraHS.  4,  C.C.  3. 

1889  Hawkins,  Heebeet  Pennell,  M.D.,  B.Ch.,  56,  Portland  Place,  W. 

Trans.  1. 

1890  Hawkins-Ambier,  Geoege  Arthue,  67,  Rodney  Street,  Liverpool. 
O.M.     Heath,  Christopher  36,  Cavendish  Square,  W.     (C.  1867-71,  V.P. 

1876-8,  T.  1879-88,  P.  1889-90.)     Trans.  20. 

1879  Henderson,    George   Courtenay,   M.D.,   Kingston,   Jamaica,   West 

Indies. 

1882  Heron,  George  Allan,  M.D.,  57,  Harley  Street,  W. 

1884     Heeeingham,  Wilmot  Paekee,  M.D.,  13,  Upper  Wimpole  Street,  W. 

(C.  1894-7.)     Trans.  4,  C.C.  2. 
1888     Hetherington,  Geoege  Haynes,  10,  Museum  Street,  Ipswich. 

1897  Hilliee.  Alfred  P.,  M.D.,  CM.,  30,  Wimpole  Street,  W. 
1874     HoLDEENESS,  WiLLiAM  Beown,  15,  Park  Street,  Windsor. 

1868     Holman,  Constantine,  M.D.,  26,  Gloucester  Place,  Portnian  Square,  W. 

(C.  1894-7.) 
O.M.     Holmes,  Timothy,  6,  Sussex  Place,  Hyde  Park,  W.      (C.  1867-9,  V.P. 

1873-5.)     Trans.  16. 
O.M.     Holthouse,  Caesten,  Bath  Terrace,  Richmond.  (C.  1870-2.)    Trans.  8. 
1878     Hood,  Donald  William  Chaeles,  M.D.,  43,  Green  Street,  Park  Lane, 

W.    (C.  1891-3.)   Trans.  1. 
1884     HoRSLEY,  Victor,  M.B.,  F.R.S.,  25,  Cavendish  Square,  W.     (C.  1894.) 

Trans.  2,  C.C.I. 
1895     Hough,  Charles  Henry,  Full  Street,  Derby. 

1880  HOVELL,  T.  Mark,  105,  Harley  Street,  W. 

1893     Howard,  R.  J.  Bliss,  M.D.,  31,  Queen  Anne  Street,  W. 
1876     Howse,  Henry  Geeenway,  M.S.,  59,  Brook  Street,  V/.     (C.  1881-3, 
V.P.  1890-2.)     Trans.  3. 

1898  Hulke,  Sidney  Backhouse,  162,  Holland  Road,  Kensington,  W. 
1897     Humpheys,  Chaeles  B.,  Eagle  House,  Blandford,  Dorset. 
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1897  Hunt,  George  Bertram,  M.B.,  University  College  Hospital,  Gower 

Street,  W.C.      Trans.  1. 

1892  Hunter,  William,  M.I).,  103,  Harley  Street,  W. 

O.M.     Hutchinson,  Jonathan,  F.R.S.,  15,  Ciiveiulish  Square,  W.   (C.  1867-8, 
V.P.  1875-6.)     Trans.  14,   C.C.  1. 

1896  HuTcniNSON,  Jonathan,  jun.,  15,  Cavendish  Square,  W.      Trans.  1, 

C.C.  1. 
1879     Inkson,  James,  M.D.,   Brigade  Surgeon,   Maj.-Gcn.,  Army   (retired), 
(address  uneonimuuieated). 

1893  loNiDES,  Theodore   Henry,  M.B.,  B.S.,  30,  Pahueira   Square,  West 

Brighton. 
1883     Jackson,  George  Henry,  Ashburton,  Carew  Road,  Eastbourne. 
0,M.     Jackson,   J.    Hughlinqs,  M.D.,  F.R.S.,   3,  Manchester   Square,    W. 

(C.  1872-3,  V.P.  1887.)     Trans.  2. 

1877  Jacobson,  Walter  Hamilton  Acland,  M.B.,  M.Ch.,  66,  Great  Cumber- 

land Pbice,  W.     (C.  1890-2.)     Trans.  2,  C.C.I. 
1888     James,  James  Thomas,  M.D.,  30,  Harley  Street,  W. 

1888  Jamison,  Arthur,  M.D.,  CM.,  18,  Lowndes  Street,  S.W. 

1875  Jessett,  Frederick  Boweeman,  23,  Brook  Street,  Grosvenor  Square, 

W.      Trans.  1. 

1889  Johnson,  Raymond,  M.B.,  B.S.,  20,  Weymoutli  Street,  W.     Trans.  4, 

C.C.  2. 
1893     Johnston,  G.  F.,  M.D.,  6,  Manchester  Square,  W. 

1878  Johnston,  William,  M.D.,  M.C.,  16,  Lonsdale  Terrace.  UpiT^r  Kent 

Street,  Leicester. 

1898  Jones,  Robert,  11,  Nelson  Street,  Liverpool.     Trans.  1. 

1872     Jones,  Thomas  Ridge,  M.D.,  4,  Chesham  Place.  S.W.     (C.  1892-3.) 

1876  Jordan,  Furneaux,  Harborne,  Birmingham.     Trans.  1. 

1886  JuLER,  Henry  Edward,  23,  Cavendish  Square,  W. 

1878     Keetley,  Charles  Robert  Bell,  56,  Grosvenor  Street,  W.  (C.  1S95-8.) 

Trans.  2. 
1898     Kellock,  Thomas  Herbert,  8,  Queen  Anne  Street,  Cavendish  Square, 

W.      Trans.  1. 
O.M.     Kelly,  Charles,  M.D.,  Ellesmere,  Gratwicke  Road,  Worthins-,  Sussex. 

1882  Kesteven,  William  Henry,  Hillwood,  Waverley  Grove,  Heudou,  N.  W. 

Trans.  2. 

1897  Keysee,  Charles  Ralph,  St.  George's  Hospital,  S.W. 

1883  Kidd,  Percy,  M.D.,  60,  Brook  Street,  W.  (C.  1891-2.)   Trans.  4,  C.C.  2. 

1887  Knaggs,  R.  Lawpord,  B.C.,  39,  Park  Square,  Leeds.     Trans.  2. 
1878     Lacey,  Thomas  Warner,  196,  Burrage  Road,  Plumstead,  S.E. 

1897     Lamplough,  Charles,  City  of  Loudon  Hospital  for  Diseases  of   the 
Chest,  Victoria  Park,  N.K. 

1890  Lancaster,  Ernest   Le   Cronier,  M.B.,   B.Ch.,   Winchester   House. 

Swansea,  S.  Wales.     Trans.  2. 
1895     Lane,  James  Ernest,  46,  Queen  Anne  Street,  W.     Trans.  1. 
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1876  Longhcrst,  Arthur   Edwin  Temple,  M.D.,  4,  Eaton  Square,  S.W. 

(C.  1889-91.)      Trans.  1. 
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18S1     Lubbock,  Montagu,  M.D.,  19,  Grosvenor  Street,  W. 
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1894  LuTF,  Arthur  Pearson,  M.D.,  31,  Weymouth  Street,  W. 
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1871     Mac  Cormac,  Sir  William,  Bart.,  1,3,  Harley  Street,  W.     (C.  1877-9, 
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1881  McHardy,  Malcolm  Macdonald,  5,  Savile  Row,  W.     Trans.  1. 
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List  of  Members.  xxxiii 

Elected 
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1878     Tyson,  William  Joseph,  M.D.,  10,  Langhorne  Gardens,  Folkestone. 

(C.  1886-8.)     Trans.  6. 
1881     Uhthoff,  John  Caldwell,  M.D.,  AVavertree  House,  Brunswick  Place, 

Brighton.     (C.  1898-  .) 
1868     Venning,  Edgcombe,  30,  Cadogan  Phice,  S.W.    (C.  1876-8.)    Trans.  2. 
1890    Voelcker,    Arthur    Francis,   M.D.,   B.S.,   31,    Harley  Street,  W. 

Trans.  1. 
1886     Wade,  Charles  H..  Greenway,  Chelston,  Torquay. 
1868     Wagstaffe,  William  Warwick,  Pnrleigh,  St.  John's  Hill,  Sevenoaks. 

(C.  1878.) 
1886    WAINEWRIGHT,  Benjamin,   M.B.,  CM.,  47,  Weymoutli  Street,  W. 

Trans.  2,  C.C.  2. 

1885  Wakley,  Thomas,  jun.,  5,  Queen's  Gate,  W. 

1885    Walkee,   Charles    Rotheeham,   M.D.,   Glcnfield,   Silverdale   Road, 

Eastbourne. 
1896     Wallace,  Cuthbert   Sydney,  77,   Lambeth   Palace   Road,   and  St. 

Thomas's  Hospital,  S.E.     Trans.  2,   C.C.  1. 
1890    Wallis,  Frederick   Charles,   M.B.,  B.C.,  26,  Welbeek  Street,   W. 

Trans.  2,  C.  C.  7. 
1875     Walsham,  William  J.,  77,  Harley  Street,  W.    (C.  1882-4,  V.P.  1896-  .) 

Trans.  5,  C.C.  1. 
1888    Walters,    Frederick    Rufenaoht,  M.D.,    60,  Welbeck  Street,    W. 

C.C.  2. 
1896     Ward,  Edward,  M.B.,  22,  Park  Place,  Leeds.     Trans.  1. 
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1888     Warner,  Peect,  Rydal,  Woodford  Green,  Essex. 

1894  Washbouex,  John  Wichenfoed,  M.D.,  6,  Cavendish   Place,  Caven- 

dish  Square,  W.     Trans.  3. 
1891     Wateehouse,     Heebeet     Furxivall,     M.D.,     CM.,     81,    Wimpole 
Street,  W. 

1896  WEBER,  Feed.  Paeees,  M.D.,  19,  Harley  Street,  W.     C.C.  3. 

O.M.     Webee,  Heemann  D.,  M.D.,  10,  Grosveuor  Street,  W.     (C.  1867-71, 

V. P.  1873-5.)     Trans.  9. 
1882     West,  Samuel,  M.l).,  15,  Wimpole  Street,  W.     (C.  1887-9.)     Trans. 

15,  C.C.  5. 

1895  Wetheeed,  Feank  J.,  M.D.,  83,  Harley  Street,  W. 

1874    Wheelhouse,  CLAUDirs  Galen,  Hilary  Place,  Leeds.     Trans.  1. 
1868     Whipham,  Thomas   Tillyee,   M.D.,  11,  Grosvenor  Street,  W.     (C. 

1878-80,  V.P.  1894-7.)     Trans.  13. 
1874     Whistlee,  \V.  McXeill,  M.I).,  17,  Wimpole  Street,  W. 
1891     White,  Chaeles  Peecival,  M.B.,  B.C.,  144,  Sloaue  Street,  S.W. 

1882  White,   Edwin   Feancis,   Westlauds,   280,   Upper    Richmond   Road, 

Putney,  S.W. 
1890     White,  Gilbeet  B.  Mowee,  M.B.,  B.S.,  112,  Harley  Street,  W. 
1894     White,  Joseph,  6,  Southwell  Gardens,  South  Kensington,  S.W. 

1883  White,  William  Hale,  M.D.  65,   Harley  Street,  W.     (C.  1887-9, 

1896-  ,  S.  June,  1893-6.)     Trans.  12,  C.C.  4. 

1883  White,  William  Henet,  M.D.,  43,  Weymouth  Street,  W.     Trans.  1. 

C.C.I. 
1894    Whitelocke,  Eichaed  Heney  Anglin,  M.B.,  CM.,  6,  Banbury  Road, 
Oxford. 

1897  Whitfield,   Aethue,   M.D.,    12,   Upper    Berkeley   Street,   Portman 

Square,  W. 

1897  Whiting,  Aethue  John,  M.D.,  142,  Harley  Street,  W. 
1882     Whittle,  Edwaed  Geoege,  M.D.,  65,  Dyke  Road,  Brighton. 
1871     Wight,  Geoege,  M.B.,  CM.,  428,  Liverpool  Road,  N. 

1879  Wilcox,  Heney,  M.B.,  Xewlyn,  Fleet.  Hants. 

1894  WILKIN,  Geiffith  Chaeles,  40,  Devonshire  Street,  W. 

1884  Willcoces,  Feedehick,  M.D.,  14,  Mandeville  Place,  W.     C.C.  1. 
O.M.  Willett,  Alfeed,  36,  Wimpole  Street,  W.     (C  1872-5,  V.P.  1889-91.) 

C.C.  2. 
.  1890     Willett,  Edgae,  M.B.,  25,  Welbeck  Street,  W. 

1898  Willey,  Fbedeeick  Inqoe,  M.B.,  B.S.,  The  Wych,  8,  Avenue  Road, 

Highgate,  N. 
1888     Williams,  Campbell,  18,  Queen  Anne  Street,  Cavendish  Square,  W. 
O.M.     Williams,   Chaeles  Theodoee,  M.D.,  2,   Upper   Brook   Street,    W. 

(C  1877-9,  V.P.  1889-90.)     Trans.  8. 
1888     Williams,  Dawson,  M.D.,  101,  Harley  Street,  W.     (C.  1893-7.) 
1881     Williams,  Sir  John,  Bart.,  M.D.,  63,  Brook  Street,  W.     (C  1885-6.) 
1890     Williams,  W.  Rogee,  28,  Winckley  Square,  Preston. 
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Elected  ^ 
1876    VVILLIAMSO^%  James  Mann,  M.D.,  Ventnor,  Isle  of  Wight. 
O.M.    Willis,  Pkancis,  M.D.,  The  Spa,  liraceboiough,  Stamford. 

1893  Wills,  Josepu  Peakce  Budgett,  M.D.,  Bexhill,  Hastings. 

1889  Wills,  William  Alfeed,  M.D.,  29,  Lower  Seymour  Street,  W. 

1886     Wilson,  Albert,  M.D.,  Minto  House,  Fairlop  Koad,  Ijeytonstone,  Essex. 

Trans.  1,  C.C.  2. 
1888     Wilson,  Claude,  M.D.,  CM.,  Belmont,  Tunbridge  Wells.     Trans.  2. 

1891  WiLSOJJ,  Theodoee  Stacey,  M.B.,  CM.,  G5,  Temple  Row,  Birmingham. 

1890  Wood,  Neville,  42,  Elvaston  Place,  Queen's  Gate,  S.W. 

1883  Woodcock,  John  Eostron,  Boston  Spa,  R.S.O.,  Yorkshire. 

1879     Woodward,  George  P.  M.,  M.D.,  Deputy  Surgeon-General;  Sydney, 
New  South  Wales. 

1894  WooLLETT,  Charles  Jerome,  "  Ambleside,"  Streatham,  S.W. 

1884  Worts,  Edwin,  6,  Trinity  Street,  Colchester. 

1888     Wyman,  William  S.,  M.D.,  Red  Brae,  18,  Putney  Hill,  S.W. 

1892  Wyntee,  Walter  Essex,  M.D.,  B.S.,  30,  Upper  Berkeley  Street,  W. 

C.C.  2. 
1872     Yeo,  I,  BuRNEY,M.D.,  44,  Hertford  Street,  W.     (C  1881-3.)     Trans.  8. 


l_It  is  requested  that  any  change  of  Title  or  Besidence  he  com- 
municated to  the  Secretaries  hefore  the  1st  of  July  in  each  year,  in 
order  that  the  list  may  he  made  as  correct  as possihle.^ 
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ORIGINAL  MEMBERS  (ALPHABETICALLY) 


Sir  Henry  Acland,  M.D.,  F.R.S. 

Henry  Arnott. 

Richard  Barwell. 

Henry  Charlton  Bastian,  M.U.,  F.R.S. 

Sir  Wm.  Henry  Broadbent,  Bart.,  M.D., 

F.R.S. 
Bernard  Edward  Brodhurst. 
Thomas  Bryant. 
Thcmas  Buzzard,  M.D. 
William  Cavlev,  M.D. 
William  Selbv'Church,  M.D. 
Edward  Clapton,  M.D. 
John  Couper. 
John  Croft. 

William  How.ship  Dickinson,  M.D. 
Sir  Dyce  Duckworth,  M.D. 
Christopher  Heath. 
Timothy  Holmes. 
Carsten  Holthouse. 
Jonathan  Hutchinson,  F.R.S. 
J.  Hughlings  Jackson,  M.D.,  F.R.S. 


Sir  William  Jenner,  Bart..:\l.D..  F.R.S. 

Charles  Kelly,  M.D. 

John  Langton, 

George  Lawson. 

Arthur  Trehern  Xorton. 

Thomas  William  NuTin. 

John  William  Ogle,  M.D. 

Sir  James  Paget,  Bart.,  F.R.S. 

Frederick  William  Pavy,  M.D.,  F.R.S. 

Thomas  Pickering  Pick. 

Sir  Richard  Douglas  Powell,  Bart., M-D. 

Sydney  Ringer,  M.D.,  F.R.S. 

Sir  Thomas  Smith,  Bart. 

Reginald  Souther,  M.D. 

Edward  Symes  Thompson,  M.D. 

Sir  Henry  Thompson. 

Hermann  D.  Weber,  M.D. 

Alfred  WiUett. 

Charles  Theodore  Williams.  M.D. 

Francis  Willis,  M.D. 


ARRANGED  ACCORDING  TO  DATE  OF  ELECTION. 


1868  Constantine  Holman,  M.D. 

Thomas  Tillyer  Whipham,  M.D. 
Christian  G.'H.  Baumler,  M.D. 
John  Cavafy,  M.D. 
James  Grev  Glover,  M.D. 
T.  Henry  Green,  M.D. 


1868  Howard  iMarsh. 
Charles  Prentis. 
Edgcombe  Venning. 
John  Ford  Anderson,  M.D. 
George  Granville  Bantock,  M.D. 
George  Charles  Bright,  M.D. 
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1868  Frank  W.  Cooper. 
Julian  Evans,  M.B. 
Edward  Hooper  May,  ]\I.I). 
William  Warwick  Waj^staffe. 
William  0-le.  :SLD. 

James  Edward  Pollock,  31. D. 
Franz  Oppert,  M.l). 
William  V.  Snow,  31. 1). 
Charles  Drage,  M.I). 
Frederick    Koviston    Fairljank, 

3I.D. 
Michael  W.  Rice,  M.D. 
John  Meaburn  Bright,  M.D. 
Loui.s  Stromeyer  Little. 

1869  Robert  Brudenell  Carter. 
Leonard  William  Sedgwick,  M.D. 
J.  AVarrington  Haward. 

Henrv  Frederick  Augustus  Good- 
ridge,  M.D. 
Olliver  Thomas  Duke,  M.B. 

1871  Julius  Althaus,  M.D. 

Sir  William  Mac  Cormac,  Bart. 
Alfred  Playne,  M.B. 
George  Wight,  M.B. 
Ebenezer  Diver,  31. D. 
George  Vivian  Poore,  M.D. 

1872  Thomas  Cooke. 

I.  Burnev  Yeo,  M.D. 
Henry  Harris,  M.D. 
AVilliam  Pugin  Thornton. 
G.  Anderson  Critchett. 
J.  C.  J.  Fenwick,  31.  D. 
Andrew  J.  3rvrtle.  31.  D. 
Sir  AYiUiam  Bartlett  Dalby. 
Thomas  Ridge  Jones,  31. D. 
George  Slight.  3LI). 
Henrv  Sutherland.  31. D. 

1873  AVilliam  Julius  3Iickle,  3LD. 
Robert  3Villiam  Parker. 
David  Lloyd  Roberts,  3LD. 
George  Henrv  Savage,  31. D. 
Heinrich  Port.  3r.D. 
Edwin  Chisholm,  3I.D. 
Thomas  Churton.  3LD. 

1874  John  Hammond  31organ. 
Edward  R.  Rowland.' 
Claudius  Galen  Wheelhouse. 
3V.  3L  Whistler.  3I.D. 
Edward  C.  Stirling,  3I.D. 
AVilliam  Henrv  Bennett. 
AYilliam  Travers.  3r.D. 
33^illiam  Brown  Holderness. 
Andrew  Clark. 

1875  Thomas  Barlow,  31.  D. 


1875  Sidney  Coupland,  31. D. 
Clinton  T.  Dent. 

C.  D.  B.  Hale. 

Frederick  Bowreman  Jessett. 

Edward  Liveing,  3LD. 

Edward  Xcttlesiiip. 

William  J.  Walsham. 

Rickman  John  Godlee,  3LS. 

Artliur  Paul  Siierwood. 

T.  Gilbart-Smith.  3LD. 

James  Frederic  Goodhart,  3I.D. 

Sir     William     Richard     Gowers, 

3I.D.,   F.R.S. 
William  Smith  Greenfield,  31. D. 
Shirlev  F.  3Iurphv. 
Herbert  3Y.  Page." 
Frederick  Tavlor,  3LD. 

1876  Arthur  E.  J." Barker. 
Horatio  Percy  Symonds. 
A.  Balmanno  Squire. 
David  White  Finlay,  3I.D. 
Henry  Greenway  Howse,  31. S. 
Furneaux  Jordan. 

R.  Clement  Lucas,  B.5. 
James  3Iann  AVilliamson,  31. D. 
George  Buckston  Bro^vne. 
Arthur  Edwin  Temple  Lonshurst, 
3I.D. 

1877  Robert  Hogarth  Clay,  31. D. 
A.  Pearce  Gould,  3I.S. 
Henrv  Radclifte  Crocker,  3I.D. 
David  B.  Lees,  3I.D. 

Walter  Hamilton  Acland  Jacob- 
son,  3I.B.,  3I.Ch. 
Isambard  Owen,  3l.D. 
William  Ewalt.  3LD. 
Henrv  3Iorris,  3LB. 
William  3IillerOrd.  3LD. 
Henry  Ambrose  Lediard,  31. D. 
Bernard  Roth. 
Henry  Hugli  Clutton. 
3Ialcolm  Alex.  3Iorris. 

1878  George  P.  Field. 
Thomas  Warner  Lacev. 
Thomas  Colcott  Fox,  M.B. 
Sir  Felix  Semon,  3I.D. 
Henrv  de  Fonmartin.  3LD. 
C.  H."  Goldiuir-Bird,  3I.B. 
Donald  Wm.  Charles  Hood,  3I.D. 
Lord  Lister.  F.R.S. 

Francis  Thomas  Tavler.  31. B. 
F.  de  HaviUand  Hall.  31. D. 
Storer  Bennett. 
Sir  William  Stokes,  3LD. 
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1878  William  Allen  Sturge,  M.D. 
William  Joseph  Tvson,  M.D. 
William  Jolmston',  M.D. 
Charles  liobert  Bell  Keetley. 
William  Appleton  Meredith,  CM. 
Frederick  William  Strugnell. 

1879  William  Edward  Burton. 
James  Magill,  M.D. 

Edward  3Iarkham  Skevritt,  M.D. 

Henrv  Wilcox,  M.B. 

James  Inkson,  M.D. 

John  Abercrombie,  M.D. 

r.  G.  Dawtrey  Drewitt,  M.D. 

Stephen  Mackenzie,  M.D. 

William  Harrison  Cripps. 

Francis  Patrick  Staples. 

Geo.  Courteney  Henderson,  M.D. 

Thomas  John  Maclagan,  M.D. 

Henry  Davy. 

Thos.  Walter  Harropp  Garstang. 

George  Lichtenberg,  M.D. 

Charles  W.  .Mansell  Moullin. 

John  Reuben  Lunn. 

George  P.  31.  Woodward,  M.D. 

J.  Xeville  Davies-Collev,  M.C. 

Eobert  Peel. 

Frederic  S.  Dennis,  M.D. 

1880  T.  Mark  Hovell. 
Wyndham  Cottle,  :\I.D. 
Henry  Francis  Baker. 
Bernard  O'Connor,  M.D. 
Charles  Edward  Beevor,  M.D. 

1881  George  Henrv  Makins. 
Robert  William  Burnet,  M.D. 
James  Kingston  Fowler,  M.D. 
Charles  Edward  Harrison,  M.B. 
Malcolm  Macdonald  McHardy. 
Rushton  Parker. 

Sir  John  Williams,  Bart,  M.D. 
Montagu  Lubbock,  M.D. 
William  Pasteur,  M.D. 
John  Caldwell  UhthofP,  :\r.D. 
Henrv  Trentham  Butlin. 
H.  A.  Powell,  M.A. 

1882  George  Robertson  Turner. 
E.  Xoble  Smith. 
Robert  William  Goldie. 
Frederick  Charles  Barker,  M.D. 
William  Henry  Kesteven. 
Frederic  ]Morell  Mackenzie. 
Daniel  Colquhoun.  31. D. 
Seymour  Taylor,  M.D. 

Francis  Charlewood  Turner,  M.D. 
Philip  Henry  Bindley,  M.B. 


1882  Edward  George  Whittle,  M.D. 
D.  H.  Goodsall. 

Frederick  Henry  Spooner,  M.D. 
Frederick  Havcraft  Berrv,  M.D. 
Herbert  Collier.  3T.D. 
Samuel  AVest.  M.D. 
Emile  Emond,  M.D. 
Charters  James  Symonds,  M.S. 
Angel  Monev,  M.D. 
C.  F.  Cox  well,  M.B. 
George  Allan  Heron,  M.D. 
Augustus  Joseph  Pepper.  31. B. 
Harrington  Sainsburv,  3E.D. 
George  Thin,  31. D. 
Edwin  Francis  3Vhite. 

1883  Anthony  A.  Bowlby. 
Cecil  Yates  Biss.  31. D. 
Percy  Kidd,  3I.D. 
William  Henry  Wiiite,  3I.D. 
Hubert  3Iontague  3Iurray,  3I.D. 
Robert  Fitzrov  Benham. 
William  Heni-v  Allchin,  3I.D. 
John  3Iitchell  Bruce.  3I.D. 
William  Arbuthnot  Lane,  M.S. 
Bernard  Pitts. 

William  Hale  White,  3LD. 
33^illiam  Coode  Adams.  3LB. 
William  Anderson. 
Robert  Leamon  Bowles,  31. D. 
George  Henry  Jackson. 
George  Hunt  Orton.  3LB. 
John  Liston  Paul,  31. D. 
Thomas  Laurence  Read. 
Frederick  Thomas  Roberts,  31. D, 
Charles  Alfred  Ballance,  3I.S. 
John  Rostron  AVoodcock. 

1884  Frederick  Willcocks.  3I.D, 
R.  Percy  Smith,  31. D. 
Edgar  Duke. 

John  3Iackern,  3LB. 
Paul  31.  Chapman,  3I.D. 
Wilmot  Parker  Herringham.3I.D. 
Philip   Henrv   Pvo-Smith,    3I.D. 

F.R.S. 
Charles  Stonham. 
Dudley  Wilmot  Buxton,  3LD. 
Edwin  3Vorts. 
Seymour  J.  Sharkey,  31. D. 
Frederick  Treves. 
John  James  Pringle,  31. B. 
Frederick  Lucas  Benham,  3r.D. 
Walter  Edmunds,  3I.C. 
Stephen  Paget. 
Lambert  Hepenstal  Ormsby,  3I.D. 
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1881  John  Pohuul. 

Edwin  Leonaril  Adenev,  M.D. 
VictDi'  llorslev,  F.R.8.' 
Heiirv  Caivv  Maudslev,  M.D. 
Bilton  Pollard,  B.S.  " 

1885  Frederick  Spicer,  M.B. 
Herbert  Larder. 
James  Berrv. 

Fred.  Walker  Mott,  M.D.,  F.R.S. 

Geor<,'e  Newton  Pitt,  M.D, 

W.  C.  Everlev  Tavlor. 

Sidney  Phillips,  M.D. 

A.  W.  Mayo  Robson. 

Thomas  Wakley,  jun. 

Herbert  William  Allina;ham. 

Thomas  William  Thursfield,  M.D. 

Alexander  Dalton  Murray,  M.B. 

Robert  Ma.i,niire,  M.D. 

Robert  Alexander  Gibbons,  M.D. 

Henrv  Brewer  Tait. 

Charles  Rotherham  Walker,  M.D. 

Richard  Caton.  M.D. 

Arthur  Henry  Robinson,  M.D. 

Edward  Sabine  Tait.  M.B. 

William  Bruc-e  Clarke,  M.B. 

Charles  Barrett  Lockwood. 

Reijinald  J.  Rvle,  M.D. 

J.  Michell  Clarke,  M.B. 

Henry  George  Armstrong. 

Roderitdv  Maclaren,  M.D. 

W.  Watson  Cheyne,  F.R.S. 

Edward  Liveing  P'enn,  M.D. 

1886  Thomas  Dixon  SaviU,  M.D. 
John  Caliill. 

Charles  Henry  Wade. 

Benjamin  Wainewright,  M.B. 

Waren  Tay. 

William  John  Penny. 

William  Henry  Battle. 

James  Hardie,  M.D. 

Francis  Henrv  Hawkins,  M.B. 

R.  Hingston  Fox,  M.D. 

Henry  Edward  Juler. 

John  Ward  Cousins,  M.D. 

Joseph  Frank  Payne,  M.D. 

T.  Pridgin  Teale,'  F.R.S. 

H.  Lankester,  M.D. 

Arthur  T.  Davies,  M.D. 

Charles  Herbert  Thompson,  M.D, 

Arthur  Quarrv  Silcock,M.D.,B.S 

Henrv  Handford,  M.D. 

Alfred  Scott. 

Albert  Wilson.  M.D. 

1887  Archibald  E.  Garrod,  M.D. 


1887  H.  T.  Rutherfoord,  M.B. 
Kankai  Totsuka. 
Tliomas  Oliver,  i\I.D. 
Francis  George  Penrose,  M.D. 
Samuel  Herbert  Habershon,  M.D. 
John  Knowsley  Thornton. 

John  Bland  Sutton. 

Oswald  Auchinleck  Browne,  M.B. 

Albert  C.  Bntler-Smythe. 

Jose])h  Arderne  Ormerod,  M.D. 

C.  J.  Arkle,  M.D. 

J.  H.  E.  Brock.  M.B..  B.S. 

Francis  William  Clark. 

A.  H.  Weiss  Clemow,  M.D.,  CM. 

E.  Huny  Fen  wick. 

R.  Lawford  Knaggs,  B.C. 

John  D.  Malcolm.M.B.,  CM. 

Sidney  Martin,  M.D.,  B.S.,  F.R.S. 

Thomas  Horrocks  Openshaw,  M.B. 

1888  A.  G.  Barrs,  M.D. 

J.  W.  Batterham,  il.B.,  B.S. 

Montagu  Handfield-Jones.  M.D. 

Alfred^Rice  Oxlev.  M.D. 

Arthur  Roper,  M.D. 

Robert  Henry  Scanes  Spicer,  M.D. 

Campbell  Williams. 

Frederic  S.  Eve. 

Alexander  Morison,  M.D. 

Frederick  Page,  M.D. 

Frederick  J.  Smith,  M.D. 

Frederick  R.  Walters,  M.D. 

Claude  Wilson,  M  D.,  CM. 

Charles  H.  Gage-Brown.  M.D. 

Arthur  Jamison,  M.D.,  CM. 

J.  H.  Menzies. 

Frank  Ernest  Roberts. 

George  Stoker. 
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REPOET 

OF    THE 

COUNCIL  OF  THE  CLINICAL  S0Crb7iT, 

May,  1898. 


THE  Council  is  q-lad  to  be  able  to  present  a  thoroughly- 
satisfactory  Report  of  the  general  prosperity  of  the 
Society. 

The  Members  now  number  588.  Twenty  Ordinary  Mem- 
bers have  been  elected  since  the  last  Report.  During  the 
year  two  Original  Members,  Sir  Richard  Quain,  Bart.,  F.R.S., 
and  Dr.  J.  Spence  Ramskill — also  Dr.  Leonard  Remfry,  Dr. 
J.  Vereker  Bindon,  and  Mr.  ?idward  Cotterell,  died  ;  and  four 
Members  resigned.  One  Non-Resident  Member  has  become 
Resident. 

The  Council  has  the  gratification  of  recording  that  the 
General  Index  to  the  first  thirty  Volumes  of  the  Transactions 
has  been  carried  through  the  press,  and  distributed  to  all 
Members  of  the  Society  entitled  to  receive  free  copies  of  the 
Transactions,  and  to  all  persons  or  bodies  at  present  receiving- 
presentation  or  exchange  copies.  The  thanks  of  the  Council 
have  been  specially  accorded  to  Dr.  Archibald  E.  Garrod  for 
the  exceptionally  comprehensive  index  he  has  compiled. 

The  Council  has  also  the  pleasure  of  announcing  that  the 
labours  of  the  Diphtheria  Antitoxin  Committee  have  been 
brought  to  a  successful  termination,  the  Report  has  been 
presented,  and  will  be  included  in  the  forthcoming  volume 
of  the  Transactions.     The  thanks  of  the  Council  have  been 
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accorded    to    the    Committee   and   to  its   Secretary,  Dr.   W. 
Pasteur. 

The  Treasurer's  statement  of  accounts  shows  that  the 
finances  of  the  Society  are  in  a  satisfactory  condition  ;  and 
that  the  special  call  made  on  its  funds  to  meet  the  expenditure 
incidental  to  the  preparation  of  the  General  Index  has  not 
necessitated  encroachment  on  invested  capital. 
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COMMUNICATIONS. 


I. — A  case  of  Stricture  of  the  Pijluriis :  Loretct's  oioera- 
tion:  recovery.  By  William  Henry  White,  M.D., 
and  John  Langton.     Head  October  8,  1897. 

1^0TE8  hij  Dr.  White.— R.  T.  D.,  «t.  32,  first  consulted  me 
-^»  in  June,  1893,  complaining  of  loss  of  flesh,  strength, 
and  energy,  inability  to  perform  his  work  as  a  bailiff,  ano- 
rexia, difficulty  in  retaining*  his  food,  which  immediately 
caused  pain  at  the  epigastrium  followed  by  vomiting. 

He  has  never  had  haamatemesis  nor  melaana. 

The  patient  states  that  he  has  Avorked  hard,  and  since 
eighteen  years  of  age  he  has  been  ailing  more  or  less,  and 
latterly  his  health  has  been  very  indifferent.  Soon  after 
eighteen  he  suffered  from  typhoid  fever,  followed  by  relapses 
and  frequent  attacks  of  abdominal  pain.  He  is  rarely  free 
from  paiu,  at  the  longest  for  a  month  or  two,  and  his  condi- 
tion has  been  steadily  going  downwards. 

His  father  died  of  "  syncope,"  his  mother  of  an  obscure 
wasting  disease  accompanied  by  constipation.  His  grand- 
mother on  his  mother's  side  died  of  cancer  of  the  stomach. 
All  the  members  of  his  family  are  highly  neurotic. 

He  has  consulted  several  doctors  without  benefit,  and  he 
has  been  told  that  he  was  suffei'ing  from  an  ulcer  in  his 
stomach. 

I  prescribed  for  him,  but  strongly  advised  his  coming  up 
to  town  to  be  under  observation  for  a  time  in  a  home.  This 
he  did  on  July  5,  1893. 

The  patient  was  extremely  emaciated,  weighing  only 
1\  St.,  and  complained  of  excessive  weakness  and  restless- 
ness. He  was  highly  nervous  about  himself,  constantly 
moving  about  in  order  to  forget  his  pain,  which  came  on 
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after  takiag  the  simplest  food,  and  was  described  as  at  times 
excruciating,  with  a  sense  of  extreme  distension.  In  bed  he 
prefers  to  lie  on  his  back  with  his  knees  drawn  up.  There 
is  no  jaundice,  and  nothing  abnormal  can  be  detected  about 
the  liver  or  the  spleen.  His  temperature  is  97°  and  his  pulse 
small  and  running,  varying  from  90  to  100.  Tongue  red  at 
tip,  but  elsewhere  coated  with  a  thick  white  fur.  Appetite 
varies,  aud  he  vomits  after  slightest  solids.  Urine  normal, 
and  his  bowels  are  usually  relaxed,  but  are  occasionally 
constipated. 

The  abdomen  is  retracted  beneath  a  narrow  costal  arch, 
but  careful  palpation  detects  an  indefinite  tumour ;  and 
there  is  also  a  sense  of  resistance  and  dulness  on  percussion 
over  the  region  of  the  pylorus. 

He  was  ordered  to  bed  and  to  have  a  milk  diet  without 
solids,  and  was  given  the  usual  treatment  for  gastric  catarrh. 

For  a  time  he  improved,  the  vomiting  stopped  aud  the 
pain  lessened ;  but  as  all  these  returned  he  was  seen  by  Mr. 
Langton  in  consultation  with  me  on  July  14. 

Xotes  by  Mr.  Langton. — On  this  date  I  saw  the  patient 
with  Dr.  White.  He  was  then  in  a  condition  of  extreme 
emaciation,  and  vomited  most  of  his  food  within  half  an  hour 
of  taking  it.  The  area  of  the  stomach-resonance  was  some- 
what increased,  and  on  palpating  the  pyloric  area  we  could 
detect  some  tiiickeniug  and  muscular  resistance.  We  thought 
that  the  condition  pointed  more  to  pyloric  stenosis  of  a 
fibrous  than  of  a  malignant  nature.  Although  emaciated 
to  the  last  degree,  we  considered  the  symptoms  had  existed 
too  long  for  a  malignant  stricture,  which  would  probably  have 
declared  itself  more  cha7'acteristically  by  this  time.  As  the 
progress  had  been  steadily  downwards  since  the  patient  first 
came  under  treatment,  we  felt  the  only  course  to  adopt  was 
to  ascertain  the  nature  of  the  mass  by  an  abdominal  inspec- 
tion.    To  this  course  the  patient  readily  consented. 

On  August  2  the  abdomen  was  opened  by  a  vertical  median 
incision  about  3^  inches  in  length,  and  extending  to  within 
half  an  inch  of  the  umbilicus.  There  was  some  diflBculty 
in  finding  the  pylorus,  owing  to  the  distension  of  the  stomach. 
Some  adhesions  were  present,  but  these  were  easily  separated, 
and  the  pylorus  could  now  be  examined.  It  was  densely 
hard  like  the  uterine  cervix,  but  no  definite  growth  could 
be  made  out.  A  vertical  opening  about  an  inch  in  length 
was  made  into  the  stomach  3  inches  to  the  left  of  the  pylorus, 
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just  large  enough  at  first  to  admit  the  index  finger.  The 
bleeding  was  slight  and  easily  controlled  ;  the  stomach  was 
drawn  out,  the  extruded  part  being  carefully  packed  with 
iodoforiu  gauze ;  some  gas  and  a  little  gastric  contents 
escaped,  but  not  enough  to  hamper  the  operation.  On 
passing  the  linger  towards  the  pylorus,  it  came  upon  a  tight 
fibrous  stricture,  sufficient  only  to  admit  a  No.  1  catheter. 
Gradually  by  the  introduction  of  larger  and  larger  metal 
bougies  the  stricture  so  far  dilated  tiiat  I  was  able  to  pass 
my  index  finger  through  it,  and  later  on  my  middle  finger 
also.  By  separating  the  two  fingers  I  was  enabled  to  dilate 
the  pyloric  orifice  to  a  circumference  of  nearly  4  inches. 
The  operation  was  completed  by  suturing  the  mucous  coat 
with  a  continuous  suture,  and  the  muscular  and  serous  coats 
with  a  Lembert's  suture.  The  stomach  was  then  dropped 
into  the  abdominal  cavity,  and  the  parietal  wound  closed  by 
fishing^-o-ut  sutures. 

The  subsequent  treatment  consisted  in  the  administration 
of  hot  water  to  allay  the  patient's  thirst,  and  morphia  to 
relieve  his  restlessness.  Nutrient  enemata  were  given  jper 
rectum  for  seven  days,  some  whey  and  mutton  essence,  and 
on  the  twelfth  day  he  was  allowed  for  the  first  time  some 
solid  food.     He  made  a  progressively  good  recovery. 

I  saw  the  patient  again  in  June,  1896,  when  he  looked  in 
robust  health,  and  able,  as  he  said,  to  enjoy  any  food  brought 
to  table.  The  evidence  of  the  proper  assimilation  of  his 
food  was  found  in  the  fact  that  he  had  increased  in  weight 
to  Hi-  St.,  with  no  signs  of  any  recurrence  of  the  pyloric 
stenosis.  The  opinion  expressed  that  the  narrowing  was 
probably  due  to  a  fibrous  and  not  to  a  cancerous  stricture 
was  thus  amply  verified  by  the  subsequent  progress  of  the 
case. 

Remarlis. — Although  extremely  emaciated  and  feeble  it 
was  thought  that  the  symptoms  had  existed  too  long  to  be 
due  to  malignant  disease,  and  which  would  probably  have  by 
this  time  produced  more  characteristic  features.  The  size 
of  the  swelling  had  not  increased  according  to  the  patient's 
statement,  and  still  remained  small,  hard,  and  moveable, 
indicating  absence  of  close  adhesions  to  the  neighbouring 
structures.  The  emaciation  in  our  opinion  might  be  accounted 
for  by  starvation  alone,  and  not  by  malignant  disease  in 
addition. 

The    chief    feature    in    the    operation    was    the    extreme 
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stenosis,  wliicli  was  so  rigid  tliat  tlie  dilatation  was  a  tedious 
process.  Fortunately  there  were  but  few  visceral  adhesions 
and  but  little  hsemorrhage.  In  one  recorded  case  the 
bleeding  was  described  as  "  terrific/'*  while  in  another  it 
was  the  cause  of  death.  The  pyloric  end  of  the  stomach  was 
fairly  easily  exposed.  This  is  not  always  the  case,  for  occa- 
sionally much  difficulty  is  experienced  in  locating  the  orifice, 
and  Mr.  Treves  narrates  a  case  in  which  he  failed  to  find  the 
pyloric  opening.t 

Nearly  four  years  having  elapsed  since  the  operation,  it 
is  fair  to  assume  that  the  patient  is  cured  of  the  stricture. 
Relapses  are  not  uncommon  even  after  a  short  interval,  and 
Loreta  states  that  out  of  eight  cases  three  had  recontracture. 

This  operation  was  first  performed  by  Loreta  on  Sep- 
tember 14,  1882,  with  success,  and  since  then  has  been 
performed  many  times,  chiefly  by  Continental  surgeons,  with 
varying  results.  Dr.  Bull  X  gives  an  account  of  twenty  cases 
equally  distributed  among  the  two  sexes,  of  which  thirteen 
recovered  and  seven  died,  but  under  better  aseptic  conditions 
the  record  would  probably  be  more  favorable.  In  Ancona's 
article  Loreta  claims  to  have  performed  the  operation 
twenty-two  times  and  always  with  success,  and  also  that  five 
other  surgeons  have  done  the  same  successfully. § 

We  have  thought  it  well  to  defer  the  report  of  this  case 
for  a  few  years,  to  ascerta,in  whether  recurrence  of  the 
stricture  would  take  place. 

*  Hageard,  British  3Iedical  Jov.rnnl,  Feb.  19,  1887. 
t  Treves,  Operative  Surgery,  vol.  ii,  p.  425. 
X  Bui'.,  W.  T.,  Medical  Record,  New  York,  June  8,  1889. 
§  Ancona,  Dr.,  Archives  gen.  de  Med.,  Sept.,  1886. 
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II. — A    case    of     Cerebral    Slmis     Thromhosts.        By 
Arthur  G.  Pheah,  M.D.     Read  October  8,  1897. 

1  ELIZABETH  S.,  iBt.  7,  was  admitted  to  the  Metropolitan 
l>i  Hospital  on  July  29,  1897.  The  history  shows  that  her 
illness  was  of  abrupt  onset.  During  the  day  of  July  27  she 
was  well.  At  night  she  was  awakened  by  sevei*e  toothache, 
and  remained  awake  on  account  of  the  pain.  The  following 
morning  (July  28),  between  10  and  11  a.m.,  when  in  bed  and 
away  from  her  mother,  she  was  heard  to  shriek.  The 
mother,  on  going  to  see  what  was  the  matter,  found  her 
daughter  lying,  as  she  says,  speechless,  apparently  uncon- 
scious, with  arms  and  legs  drawn  up,  hands  clenched,  and 
eyes  turned  and  fixed.  From  this  time  until  her  death 
twenty  days  later  she  never  fully  regained  consciousness. 

No  account  could  be  obtained  from  the  mother  of  pre- 
monitoiy  symptoms  or  of  antecedent  ill-health.  Though 
always  a  delicate  child  and  of  an  irritable  tempei-ament,  she 
had  been  in  what  was  for  her  fairly  good  health  for  some 
time  previous  to  the  onset  of  her  present  illness,  which  seems 
to  have  been  absolutely  sudden,  and  certainly  was  not  pre- 
ceded by  any  malady  of  an  exhausting  nature  such  as  pro- 
longed diarrhoea  or  an  acute  specific  fever.  There  was  no 
discharge  from  the  ears,  nor  could  any  evidence  be  obtained 
of  previous  ear  trouble. 

When  between  two  and  three  years  old  the  child  sustained 
a  severe  injury  to  the  head,  after  which  she  is  stated  to  have 
been  unconscious  for  five  weeks;  she  ultimately  recovered 
completely.  Of  the  acute  specific  fevers  she  had  measles  at 
five  years  old  ;  she  never  had  whooping-cough  nor  scarlet 
fever. 

The  family  history  presents  no  remarkable  feature  ;  both 
father  and  mother  are  alive  and  healthy.  Of  eight  children 
five  are  living  and  Avell ;  three  have  died,  one  of  ''  inflamma- 
tion of  the  lungs,''  two  in  early  infancy.  No  account  can  be 
obtained  of  rheumatic  or  tubercular  trouble  in  the  family. 

During  the  day  on  which  the  child  was  so  abruptly 
taken  ill  she  remained  unconscious,  passing  urine  and  faeces 
under  her.  On  the  following  day  she  Avas  brought  to  the 
Metropolitan  Hospital  and  admitted.  Her  condition  then 
was   as  follows.      She  lay  on  her  back  in   bed,    her   head 
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markedly  retracted,  now  and  then  uttering  a  loud  cry,  but 
evidently  without  full  consciousness  of  her  surroundings. 
Occasionally  she  would  draw  up  her  arms  and  legs,  which, 
however,  were  not  persistently  rigid.  She  resented  interfer- 
ence. The  temperature  was  103° ;  the  pulse  rate  was  88,  the 
respiration  rate  20  per  minute.  The  respirations  were  at  this 
time  grouped,  two  or  three  breaths  being  drawn  in  close 
sequence,  and  followed  by  a  prolonged  interval  during  which 
no  breath  was  taken.  Both  pupils  were  dilated,  and  reacted 
to  light.  With  the  exception  of  a  slight  divergent  squint 
there  was  no  evidence  of  spasm  or  parah'sis  of  the  muscles  of 
the  eyes  or  face.  There  was  no  localised  oedema  about  the 
bridge  of  the  nose,  no  discharge  from  the  ears,  and  no  epi- 
staxis.  The  tongue  was  dry  and  furred.  The  lungs  and  heart 
showed  no  sign  of  disease. 

The  muscles  at  the  back  of  the  neck  were  rigid  and  firmly 
contracted,  giving  rise  to  a  considerable  degree  of  head  re- 
traction. The  muscles  of  the  anterior  abdominal  wall  were 
also  in  a  state  oE  rigidit}',  and  the  abdomen  was  notably 
retracted.  The  arms  and  legs  were  flaccid.  The  knee-jerks 
were  exaggerated;  no  ankle-clonus  was  obtained. 

During  the  ensuing  three  days  the  child  became  very 
restless,  repeatedly  screaming,  and  at  times  throwing  herself 
about  with  considerable  violence,  so  that  it  was  necessary  to 
pad  the  sides  of  the  bed.  The  limbs  of  one  side  were  moved 
as  freely  and  as  strongly  as  those  of  the  other.  The  move- 
ments were  always  of  a  wild  irregular  kind,  never  possessing 
the  regular  rhythmical  quality  of  a  true  convulsion.  At 
other  times  she  would  lie  quietly  curled  up,  preferably  on  the 
left  side,  but  always  cognizant  of  any  attempt  at  interference, 
and  actively  resisting  it.  The  muscles  at  tlie  back  of  the 
neck  and  of  the  abdomen  remained  in  a  state  of  rigidity. 
Motions  and  urine  all  were  passed  into  the  bed,  and  at  no 
time  was  it  possible  to  collect  sufficient  urine  to  test.  The 
child  did  not  vomit  at  this  nor  at  any  other  time  in  the 
coui-se  of  her  illness.  On  July  31  (the  fourth  day  of  her 
illness)  the  respirations  again  became  grouped,  but  in  a 
different  manner  from  before,  a  short  period  of  apnoea.  being 
succeeded  by  a  period  during  which  the  respirations  at  first 
gradually  rose  in  amplitude,  and  then  as  gradually  subsided. 
This  foim  of  Cheyne-Stokes  breathing  was  of  short  duration, 
and  on  the  following  day  respiration  had  once  more  become 
regular. 

The  temperature  gradually  fell,  from  a  maximum  of  104° 
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on  July  30  to  a  maximum  of  99°  on  August  3.  With  the 
subsidence  of  fevei'  the  great  irritability  and  restlessness  of 
the  patient  was  allayed,  and  on  August  3,  with  a  tempera- 
ture of  99°,  she  was  comparatively  quiet,  the  shouting  and 
struggling  having  altogether  ceased.  She  remained,  how- 
ever, unconscious,  lying  with  eyes  half  closed,  with  per- 
sistent retraction  of  the  head  and  abdomen,  and  passing 
everything  under  her. 

For  eight  days  now  the  temperature  remained  all  but 
normal,  varying  between  98°  and  99°,  with  a  rise  on  one 
occasion  to  100°.  During  the  latter  part  of  this  period  the 
child  again  became  noisy,  and  recommenced  struggling, 
throwing  her  limbs  about  in  a  wild  irregular  fashion.  On 
August  G  the  lungs  and  heart  were  examined,  and  no  signs 
indicative  of  any  abnormal  condition  were  discovered.  During 
the  11th  and  12th  the  temperature  was  again  rising,  and  on 
the  13tli  it  was  102"4°.  The  pupils  were  dilated  and  equal, 
and  reacted  feebly  to  a  bright  light;  but,  owing  to  the 
restlessness  of  the  patient,  no  satisfactory  view  of  the  fundus 
could  be  obtained. 

From  this  time  to  the  date  of  death,  on  the  17th,  the 
child  rapidly  became  worse.  The  temperature  remained 
high,  on  one  occasion  reaching  104°.  The  pulse,  which  pre- 
viously had  retained  good  tension,  though  varying  much  in 
frequency,  now  became  weak  and  compressible,  and  ulti- 
mately so  small  and  rapid  that  the  individual  beats  could 
with  difficulty  be  distinguished.  Respirations  were  somewhat 
hurried,  but  at  no  time  were  pulmonary  symptoms  urgent  ; 
and  with  the  general  condition  of  the  patient  so  bad  it  did 
not  seem  necessary  to  make  a  further  systematic  examination 
of  the  lungs.  The  rigidity  of  the  muscles  of  the  neck  and 
abdomen  during  this  time  was  very  variable  ;  on  one  day  the 
head  was  retracted  and  the  abdomen  relaxed,  on  another 
day  the  abdominal  wall  was  more  rigid  than  the  head. 
Eventually  the  muscular  rigidity  largely  gave  way,  and  the 
symptoms  of  general  iri-itability  at  the  same  time  subsided,  the 
child  lying  apathetic  in  bed  without  attempting  to  cry  out  or 
struggle,  and  for  the  first  time  indifferent  to  interference.  On 
the  16th  diarrhoea  set  in  ;  with  this  the  strength  rapidly  failed, 
and  on  the  following  day  the  child  died,  not  having  once 
regained  consciousness  since  the  onset  of  her  illness. 

At  the  autopsy,  the  superior  longitudinal  sinus  Avas  found 
to  be  filled  with  clot  throughout  its  length.  The  thrombus 
was  of  a  mottled  appearance,  pale,  tough,  and  in  places  firmly 
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adhei'ent  to  the  walls  of  the  sinus ;  it  had  evidently  been 
formed  some  time  previous  to  death.  The  tributary  veins, 
with  the  exception  of  those  in  the  frontal  region,  wei'e  dis- 
tended with  ante-mortem  clot  for  a  variable  distance — on  the 
average  about  an  inch — from  their  openings  into  the  sinus. 
The  thrombosed  veins  were  conspicuous,  standing  out  in 
relief  on  the  surface  of  the  brain  after  removal  of  the  dura 
mater. 

The  surface  of  the  convolutions  in  the  affected  area  was 
somewhat  flattened,  and  the  pia  mater  was  slightly  opaque. 
There  Avas,  however,  no  evidence  of  meningitis.  No  lymph 
had  been  exuded,  no  tubercles  were  to  be  seen.  All  the 
structures  at  the  base  of  the  brain  appeared  perfectly 
noi-mal.  There  was  no  softening  of  the  brain  substance. 
The  ventricles  were  not  distended  with  fluid.  Both  middle 
ears  were  examined,  and  found  to  be  in  a  healthy  condition. 

The  left  lateral  sinus,  into  which  the  longitudinal  sinus 
opened,  was  filled  to  distension  with  adherent  clot  similar  in 
character  to  and  continuous  with  that  contained  in  the  longi- 
tudinal sinus.  The  left  occipital  sinus  was  also  thrombosed. 
From  the  lateral  sinus  clot  extended  into  the  left  jugular 
vein ;  this  vessel  throughout  its  length  contained  tough, 
light-coloured,  but  non-adherent  clot,  continued  from  its 
lower  end  into  the  left  subclavian  vein  for  a  distance  of  about 
two  inches,  where  it  abruptly  stopped. 

The  left  innominate  vein  was  filled  with  clot,  but  of  very 
different  character,  being  dai-k-coloured,  soft,  and  jelly-like, 
evidently  of  post-mortem  formation.  The  transition  from 
the  pale,  firm,  ante-mortem,  clot  in  the  internal  jugular  and 
subclavian  veins  to  the  almost  black  soft  clot  in  the  innomi- 
nate vein  was  abrupt.  The  right  occipital  and  lateral  sinuses 
contained  dark  post-mortem  clot. 

The  lower  lobe  of  the  left  lung  was  composed  of  tissue, 
for  the  most  part  solid,  of  a  deep  plum-colour  and  fairly  firm 
consistence,  but  which  gave  way  readily  before  the  finger; 
the  condition  was  compatible  with  recent  extensive  infarction. 
In  places  the  lung-tissue  was  broken  down  into  a  semi-liquid, 
greenish-brown  material,  with  an  offensive  odour.  Irregularly 
disposed  in  the  substance  of  the  lung  there  were  patches  of 
tough,  unyielding  tissue,  pale  and  opaque,  apparently  the 
outcome  of  cicatrisation.  The  pleural  surface  was  partially 
coated  with  a  layer  of  tenacious  lymph. 

The  upper  lobe  of  the  left  lung  was  in  a  similar  but  less 
marked  condition.     The  left  branch  of  the  pulmonary  artery 
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was  completely  blocked  by  pale  firm  clot,  partly  adherent  to 
the  wall,  and  extending  into  its  branches. 

The  right  lung  showed  no  morbid  changes  beyond  some 
congestion  of  the  lower  lobe.  None  ot"  the  vessels  supplying 
this  lung  contained  ante-mortem  clot. 

The  heart  weighed  4i  oz.  The  left  ventricle  Avas  hyper- 
trophied ;  the  walls  were  thick,  and  the  muscle  was  of  firm 
consistence.  The  cavities  contained  a  moderate  amount  of 
dark  post-mortem  clot.     The  valves  were  healthy. 

The  kidneys  together  weighed  4^  oz.  Of  the  two  the 
right  was  notably  the  larger,  Aveighiug*  3^  oz.  The  capsule 
was  removed  with  difficulty,  portions  of  the  kidney  substance 
adhering  to  it.  The  cortex  was  thickened,  pale  and  opaque 
in  appearance,  and  was  with  difficulty  broken  down  by  the 
finger;  the  consistence  of  the  whole  kidney  was  notably 
increased.  The  left  kidney  was  very  small  and  shrunken, 
Aveighing  only  1  oz.  :  it  Avas  exceedingly  tough,  and  its  sec- 
tion presented  a  uniform  appearance,  no  distinction  being- 
evident  between  the  cortex  and  the  medulla.  There  was  no 
dilatation  of  the  pelvis  of  either  kidney,  nor  of  the  ureters. 

The  course  and  general  aspect  of  this  case  Avas  in  many 
ways  such  as  to  suggest  a  tubercular  meningitis  ;  and 
although  the  symptoms  were  not  judged  to  be  definite  enough 
to  Avarrant  a  diagnosis,  it  Avas  thought  that  the  case  was 
more  likely  to  be  one  of  tubercular  meningitis  than  an3^thing 
else.  The  abruptness  of  the  onset  was,  hoAvever,  remarkable, 
and  in  favour  of  a  vascular  lesion  rather  than  of  a  meningitis. 

It  is  noteworthy  that  there  Avere  but  feAv  symptoms  of  motor 
irritation.  There  must  have  been  considerable  derangement 
of  the  vascular  supply  to  the  motor  area,  notAvithstanding 
the  absence  of  softening  and  other  gross  changes  in  the  con- 
volutions. Yet  all  evidence  of  motor  irritation  Avas  comprised 
in  the  rigidity  of  the  head  and  abdomen;  there  Avere  neither 
muscular  twitchings  nor  convulsions. 

As  to  the  cause  of  the  thrombosis,  no  local  condition  AA^as 
present  that  Avould  suffice  to  explain  it.  Vascular  occlusion 
is,  however,  a  comparatively  coinmon  event  in  renal  disease, 
and  the  sinus  thrombosis  in  this  case  Avas  probably  intimately 
connected  with  the  state  of  the  kidneys.  In  the  blocking  of 
the  pulmonary  artery  the  case  resembles  one  recorded  by 
Dr.  Newton  Pitt  in  the  Goulstonian  Lectures  for  1890.  It  is 
difficult  to  say  Avhether  the  pulmonary  occlusion  was  embolic, 
being  due  to  the  arrest  in  the  left  branch  of  the  pulmonary 
artery  of  a  fragment  detached  from  the  main  thrombus  in  the 
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veius.  or  whether  the  clot  Avas  formed  i)i  sitii  in  the  pulmonary 
artery,  the  direct  outcome  of  a  general  tendency  to  throm- 
bosis. There  was  no  sudden  accession  of  acute  pulmonary 
symptoms  at  any  time.  Yet  the  pulmonary  occlusion  was. 
doubtless  of  later  date  than  the  sinus  thrombosis.  The  last 
occasion  of  a  thorough  examination  of  the  lungs  was  eleven 
days  before  death,  when  there  were  certainly  no  signs  com- 
patible with  such  grave  pulmonary  lesions  as  were  found 
after  death. 


Mr.  Makins'  Case  of  CEsO'pliagotumy .  11 


III. — A  case  of  G^sopliagotomij  for  the  extraction  of  a 
tooth-plate  in  wliich  cellular  emphysema  developed 
in  the  neck  during  the  operation  'ivithout  injury  to 
the  pleura.  By  Gr.  H.  Makins.  Read  October  8, 
1897. 

CASES  of  oesophagotomy  for  the  removal  of  impacted 
tootli-plates  are  not  very  unusual,  but  amougst  those 
recorded  I  have  seen  no  mention  of  the  complication  which  I 
think  endows  this  instance  with  more  than  common  interest, 
the  occurrence  of  marked  cellular  emphysema  being,  at 
any  rate,  a  most  disquieting  symptom  during  the  perform- 
ance of  the  operation.  The  details  of  the  case  are  shortly 
as  follows  : 

A.  B.,  a3t.  48,  Avas  admitted  into  St.  Thomas's  Hospital  on 
the  morning  of  April  11,  saying  that  he  thought  he  had 
swallowed  his  teeth  and  plate,  because  he  could  not  other- 
wise account  for  their  absence.  He  complained  of  a  definite 
tender  spot  in  his  neck,  pointing  to  the  left  side  of  the 
cricoid  cartilage,  of  great  difficult}'  in  swallowing  even  fluids, 
and  some  obstruction  to  inspiration. 

The  history  given  by  the  patient  was  that  on  the  evening 
of  April  8  he  took  a  considerable  amount  of  alcohol,  and 
went  to  bed  more  or  less  incapable.  Daring  the  night  he 
was  violently  sick  several  times,  and  when  he  awoke  in  the 
morning  the  teeth  were  missing.  The  vomit  had  been  in 
part  thrown  away,  but  such  as  remained  was  searched  fruit- 
lessly for  them.  He  then  sent  for  his  medical  attendant,  who 
passed  a  horsehair  probang  into  the  stomach  without  any 
appreciable  difficulty.  No  great  pain  was  experienced,  and 
no  bleeding  followed.  After  the  passage  of  the  probang  he 
could  SAvallow  liquids  fairly  well,  but  could  take  no  solid 
food,  hence  he  was  recommended  to  come  into  the  hospital, 
which  he  at  once  did. 

The  previous  passage  of  the  probang  with  so  little 
attendant  trouble  seemed  against  the  presence  of  the  plate 
in  the  gullet,  and  there  was,  moreover,  the  possibility  that  the 
teeth,  having  escaped  notice,  had  been  thrown  away  in  the 
vomit  that  had  not  been  examined.  The  patient  himself, 
however,  was  remarkably  consistent  in  referring  the  pain  and 
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tenderness  exactly  to  the  region  of  the  cricoid  cartilage,  and 
there  was  no  doubt  of  his  inability  to  swallow  solid  food. 
The  fact  that  the  body,  if  present,  had  been  already  three 
days  in  the  gullet,  made  it  inadvisable  to  re-introduce  the 
probang,  and  here  we  were  able  to  utilise  the  advantages  of 
the  fluorescent  screen. 

The  patient  was  sent  down  to  the  X-ray  Department, 
whence  Dr.  Blacker  reported  as  follows  : — "  Looking  at  the 
side  of  the  neck,  a  foreign  body  is  easily  seen  on  a  level  with 
the  cricoid  cartilage,  or  between  the  cricoid  and  thyroid, 
exactly  in  front  of  the  vertebral  column.  Looking  from  the 
front  of  the  neck  the  foreign  body  is  only  dimly  seen,  but 
looking  from  behind,  a  semicircular  object  is  clearly  visible, 
about  two  inches  in  length  from  top  to  bottom,  and  with  its 
convexity  pointing  to  the  right  side."  We  were  now  fully 
equipped  with  information,  not  only  as  to  the  presence  of  the 
body,  but  also  as  to  its  size  and  position. 

On  the  following  day  the  patient  was  anfesthetised  with 
chloroform,  and  a  gentle  attempt  was  made  to  reach  the 
plate  with  pharyngeal  forceps.  This  was,  however,  quite  un- 
successful, and  was  not  prolonged  because  it  was  feared  that 
the  plate  might  alreadj^  have  caused  considerable  ulceration. 
An  incision  was  made  in  the  usual  position  downwai'ds  from 
the  thyroid  cartilage  along  the  anterior  border  of  the  sterno- 
mastoid  muscle.  The  antei'ior  belly  of  the  omo-hyoid  Avas 
ligatured  and  divided,  and  the  oesophagus  cleared  by  dis- 
placing the  carotid  sheath  outwards.  Digital  examination 
now  showed  the  plate  to  lie  quite  in  the  lower  angle  of  the 
incision,  and  it  was  necessary  to  dilate  the  wound  somewhat 
further  downwards.  This  was  effected  partly  by  stretching, 
partly  by  the  use  of  the  blunt  dissector,  and  during  its  per- 
formance there  was  a  sudden  hiss  with  inspiration,  which  was 
at  that  time  rather  forcible,  and  with  expiration  air  was  seen 
to  distend  the  carotid  sheath  from  end  to  end  as  far  as  it  was 
exposed.  I  felt  considerable  anxiety  at  the  moment  that  the 
pleura  was  injured,  but  I  placed  a  plug  of  gauze  in  the  lower 
angle  of  the  wound,  as  no  aperture  was  detectable.  The 
oesophagus  was  then  opened,  and  through  the  incision  air 
passed  in  and  out  with  the  movements  of  respiration  almost 
as  freely  as  it  would  have  from  an  aperture  in  the  trachea. 
The:  oesophagus  was,  in  fact,  freely  patent,  and  air  passed  in 
Avith  inspiration,  and  was  expelled  with  expiration. 

The  plate  was  so  firmly  hxed  by  its  hinder  hook  into  the 
wall  of  the  gullet  that  I  now  congratulated  myself  that  I  had 
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been  unable   to  touch   it   with   the   forceps ;     it  was   rapidly 
removed  and  the  opening  in  the  gullet  sutured. 

The  patient  was  now  breathing  less  violently,  and  when 
the  plug  was  removed,  although  there  was  still  a  tendency  to 
the  inspiration  of  air,  there  was  no  further  development  of 
emphysema.  The  wound  was  cleansed  and  sutured,  but  I 
did  not  think  it  wise  to  close  it  Avithout  drainage,  since 
very  foul-smelling  mucus  and  probably  gastric  juice  had 
been  passing  over  the  surface  during  the  operation.  A  i-inch 
tube  was,  therefore,  inserted. 

The  after  progress  of  the  case  demands  but  short  notice. 
It  was  somewhat  retarded  by  local  suppuration  in  the  w^ound, 
an  occuri'ence  fully  expected  as  a  result  of  the  passage  of  the 
foul  mucus  over  its  surface  during  the  operation.  The 
primary  suture  of  the  oesophagus  failed,  although  the  patient 
was  fed  entirely  by  the  rectum  during  the  first  three  days. 
On  the  third  day  a  sup  of  milk  was  given  him,  and  of  this  a 
few  drops  escaped  by  the  wound.  As  the  drainage-tube  had 
been  retained  this  was  of  little  moment,  and  no  cellulitis  of 
the  neck  resulted.  On  the  ninth  day  the  drainage-tube  w^as 
replaced  by  a  gauze  plug,  but  for  some  time  the  wound 
showed  no  tendency  to  heal.  It  resembled  almost  exactly 
in  appearance  the  wounds  seen  after  the  old  operation  of 
gastrostomy,  or  those  from  which  pancreatic  secretion  is 
escaping.  The  explanation  of  this  is,  no  doubt,  readily  found 
in  the  patent  condition  of  the  gullet  noted  at  the  time  of  the 
operation,  the  gastric  juice,  though  in  a  lesser  degree,  reach- 
ing the  external  wound  by  capillary  attraction,  just  as  air 
had  been  noted  to  enter  and  escape  with  the  movements 
of  respiration. 

On  the  twentieth  day  the  patient  Avas  allowed  to  commence 
taking  solid  food,  the  wound  having  ceased  to  show  any 
signs  of  digestion,  or  to  allow  the  escape  of  fluid  nourishment. 

I  very  much  regret  that  I  omitted  to  have  the  wound 
discharge  examined  for  peptones  during  the  first  few  days  ; 
this  was  done  later,  but  unfortunately  the  amount  to  be 
collected  Avas  so  small  that  no  satisfactory  reaction  Avas  to  be 
obtained. 

On  no  occasion  after  the  time  of  operation  Avas  any  further 
sign  of  emphysema  in  the  tissues  of  the  neck  noticed,  although 
a  slight  fulness  of  the  neck  and  posterior  triangle  persisted 
for  a  fcAV  days. 

I  have  brought  this  case  before  the  notice  of  the  Society 
simply  on   account  of  these   two  points, — the  occurrence  of 
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emphysema  and  the  escape  of  gastric  juice  from  the  wound 
in  the  neck,  neither  of  which  I  believe  is  of  common  expe- 
rience. In  thinking  over  the  case  the  occurrence  of  the 
emphysema  has  appeared  less  surprising  to  me  than  it  did  at 
the  time  of  the  operation ;  it  has  occurred  to  me  to  remember 
on  more  than  one  occasion  in  dissecting  glands  out  of  the 
apex  of  the  axilla  to  have  heard  sounds  pointing  to  the  same 
process.  The  first  time  that  this  happened  I  thought  that  it 
must  be  due  to  extreme  tension  on  the  intercosto-humeral 
nerve  enlarging  the  opening  by  which  it  emerged  from  the 
thorax ;  but  I  convinced  myself  that  this  was  not  the  case, 
and  I  have  once  or  twice  again  had  a  similar  experience  when 
operating  at  the  root  of  the  neck  or  the  axilla,  where  I  was 
sure  neither  a  vein  nor  the  pleura  was  opened. 

The  emphysema  in  the  case  above  related  was,  no  doubt, 
the  result  of  encroaching  on  the  subpleural  tissue  of  the 
mediastinal  space.  Air  feutered  the  thorax  during  the  period 
■of  negative  pressure,  to  be  driven  during  expiration  by  a  less 
direct  route  into  the  cellular  tissue  of  the  carotid  sheath  and 
neck  generally. 
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IV. — Cases  of  immediate  Beduction  of  the  Deformiti/  of 
Spinal  Caries.  By  A.  H.  Tubby,  M.S.,  and  Robert 
Jones.     Bead  Novemher  12,  1897. 

IN  the  British  Medical  Journal  of  August  7  of  this  year  we 
published  a  preliminary  statement  on  this  matter ;  and 
we  now  Avish  to  place  before  this  Society  an  account  of 
twenty-five  cases  on  which  we  performed  immediate  reduc- 
tion. These  cases  were  done  from  June  21  to  September  5. 
They  do  not  represent  our  total  experience  of  such  opera- 
tions. We  have  performed  many  other  and  later  operations, 
but  these  we  wish  to  watch  for  a  longer  period  before 
publishing  them,  and  this  we  shall  probably  do,  formulating 
a  second  series. 

There  can  be  no  doubt  that  treatment  of  so  revolutionary 
a  character,  and  one  which  is  so  totally  at  variance  with  all 
authority,  requires  ample  justification  before  it  can  be 
accepted.  Nor  are  we  insensible  of  the  dangers  and  disasters 
that  may  follow  injudicious  attempts  to  apply  this  treatment 
to  all  cases,  so  we  are  glad  to  have  an  early  opportunity  of 
eliciting  the  opinions  of  the  members  of  this  Society.  We 
were  induced  to  try  the  method  from  the  accounts  received 
from  the  cliniques  of  Messieurs  Chipault,  Calot,  and  Redard, 
and  one  of  us  visited  Paris  and  Berck-sur-Mer  to  note  the 
manner  in  which  the  treatment  was  beinsr  conducted.  Beino* 
convinced  of  its  feasibility  we  commenced  in  a  cautious 
manner,  refraining  at  first  from  using  that  amount  of  force 
which  was  used  abroad. 

One  of  the  cardinal  principles  of  treatment  of  spinal 
caries  hitherto  has  been  the  prevention  of  deformity  either 
by  complete  recumbency  or  by  suitable  suppoi't.  But  it  is 
Avell  known  that  deformity  sometimes  follows  in  spite  of 
these  precautions.  It  has,  therefore,  come  to  be  looked  upon 
as  an  unavoidable  sequence  of  the  disease;  nay,  more,  the 
falling  together  of  the  bodies  is  regarded  by  some  as  the  only 
way  in  which  cure  can  possibly  take  place.  But  is  this  so  ? 
To  take  the  cases  of  the  hip  and  knees,  is  not  the  object  of 
extension  to  separate  the  diseased  surfaces  and  give  both 
complete  rest  ?  And  it  may  be  that  the  subsidence  of  inflam- 
mation and  healing  will  take  place  more  readily  in  a  tuber- 
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culous  spine  after  separation  of  the  diseased  surfaces^  pro- 
vided that  such  can  be  done  with  safety. 

Examination  of  numerous  cases  under  an  anaesthetic  has 
taught  us  that  spinal  deformities  fall  into  three  classes  : 

1.  Those  in  which  reduction  of  the  projection  takes  place 
with  great  ease.  In  some  of  the  cases  we  have  found  that 
full  extension  without  vertical  pressure  on  the  back  has  been 
quite  sufficient ;  in  others  very  slight  pressure  only  has  been 
required.  The  majority  of  cases  of  Pott's  disease  in  children 
fall  into  this  class,  and  in  them  it  is  reasonable  to  suppose 
that  when  they  present  themselves  for  treatment  little  or  no 
ankylosis  has  taken  place. 

2.  Those  in  which  reduction  takes  place  after  continuous 
extension  from  one  to  three  minutes,  and  considerable  vertical 
pressure  on  the  spine.  These  are  cases  in  which  the  disease 
is  less  active  than  in  Class  1,  which  have  lasted  a  longer  time, 
and  in  which  probably  some  attempt  at  permanent  fixation  is 
taking  place, 

3.  Those  which  are  permanently  ankylosed  and  resist  all 
moderate  and  justifiable  attempts.  In  such  cases  there  can 
be  no  doubt  that  firm  ankylosis  has  taken  place,  and  they  do 
not  come  within  the  scope  of  this  paper.  In  our  opinion  any 
attempt  to  deal  with  such  must  be  followed  by  failure  or,  if 
great  force  is  used,  by  disaster.  In  this  class  of  cases  chest 
deformities  are  often  present,  and  the  disease  has  been  of 
very  long  standing.  When  the  outline  of  the  chest  has  been 
profoundly  altered  we  take  it  that  no  attempt  should  be  made 
to  reduce  the  spinal  prominence.  But  it  is  not  always  possible 
to  tell  without  an  ansesthetic  the  exact  condition  of  the  spine 
as  to  ankylosis.  And  it  is  well  to  observe  that  the  size  of  the 
projection  is  no  guide,  since  Ave  have  often  found  big  curves 
yield  readily  while  knuckles  have  required  considerable  force. 
It  may  be  that  radiography  will  prove  of  service  in  deter- 
mining the  question  of  partial  or  complete  ankylosis.  Cer- 
tainlv  we  exclude  from  treatment  of  this  description  all  cases 
where,  after  examination  under  an  anaesthetic,  we  are  able  to 
decide  that  ankylosis  is  present. 

If  the  deformity  can  be  safely  removed,  what  are  the 
advantages  to  be  gained  ?  We  take  it  that  it  will  be  granted 
that  it  is  easier  to  fix  a  straight  spine  than  a  bent  one.  In 
the  latter  case  the  position  of  the  column  above  the  angle  is 
such  as  always  by  its  leverage  to  increase  deformity.  It  is 
impossible,  short  of  complete  recumbency,  to  effect  perfect 
fixation;  and  for  a  patient  to  lie  upon  a  sharp  flexion-angle  is 
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Avell-iiigli  impossible.  In  a  patient  who  has  recovered  from 
spinal  caries  with  a  deformity  of  any  extent,  displacement  of 
the  thoracic  and  abdominal  aorta  and  crampiuf^  of  the 
thoracic  and  abdominal  viscera  inevitably  follow.  Such  con- 
ditions apart  from  the  question  of  recrudescence  of  tubercle, 
exercise  an  adverse  eifect  on  the  duration  of  life,  more 
especially  by  changes  prodviced  in  the  condition  of  the  heart 
and  great  vessels.  Dr.  Hilton  Fagge,  in  the  Gm/s  llos-jntal 
Reports,  1872,  drew  attention  to  the  kinking  of  the  thoracic 
aorta  which  takes  place  in  these  cases,  and  Neidert  has 
investigated  thirty-one  cases  of  cured  Pott's  disease,  the 
average  age  at  the  time  of  death  being  fort3''-niue  and  a  half 
years.  Twenty-four  of  these  had  hypertrophy  of  the  heart, 
some  wntli  and  some  without  dilatation  of  the  right  ventricle, 
and  two  had  stenosis  of  the  mitral  valve.  The  avoidance 
of  such  sequeke  alone  makes  it  worth  while  for  a  patient 
to  run  the  risk  of  rectification  early  in  life.  Then,  but  of 
minor  importance,  there  are  aesthetic  reasons;  for  who  would 
not  get  rid  of  a  hump-back  if  he  could  do  so  safely  ?  But  such 
reasons  have  not  been  allowed  to  influence  us  if  the  other  in- 
dications were  contradictory.  As  we  have  not  sufiicient  data 
to  go  upon,  we  refrain  from  speculating  upon  the  probable 
effect  as  to  the  prevention  of  abscesses  which  the  separation 
of  the  diseased  surfaces  of  the  body  may  have. 

There  are  five  questions  to  be  considered  before  active 
manipulation  of  the  deformed  spine  can  be  begun.  These 
are — 

1.  The  liability  to  pressure  paralysis. 

2.  The  dissemination  of  tubercle. 

3.  The  formation  of  abscess. 

4.  The  i-ecurrence  of  the  deformity. 

5.  If,  as  we  believe,  the  bodies  are  separated,  what 
becomes  of  the  gap  ? 

1.  Paralysis  must  appear  to  be  of  the  most  immediate 
importance,  and  yet  we  think  the  fear  of  this  would  be 
modified  it"  we  remember  that  it  is  rarely  the  result  of  bony 
pressure.  There  seems  to  be  no  certain  relationship  between 
the  presence  of  deformity  and  paraplegia.  Paraplegia  affect- 
ing both  lower  extremities  may  come  on  before  the  bony 
deformity,  or  with  the  deformity  comparatively  late  in  the 
disease.  It  is  due  either  to  tubercular  pachymeningitis  or  to 
an  actual  infiltration  of  tubercular  material  into  the  cord,  and 
Mr.  Thorburn  remarks  that  "  the  pressure  of  the  thickened 
membrane  probably  causes  aneemia  and  subsequent  degenera- 
VOL.  xxxr,  2 
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tion  of  the  cord/'  and  in  some  cases  we  find  the  latter  thinned 
and  firm  in  texture.  Others  find  that  oedema  and  swelling  of 
the  cord  are  more  common  than  constriction.  Paraplegia 
occurs  most  frequently  when  the  disease  is  in  the  upper  dorsal 
reo"ion.  It  has  no  relation  to  the  acuteness  of  the  angle.  It 
may  disappear  while  bony  deformity  goes  on  increasing,  and 
in  some  cases  deformity,  appearing  in  early  life,  is  quiescent 
for  years,  when  paralysis  may  supervene.  These  facts  have 
obviousl}"  an  important  bearing  upon  the  question  of  forcible 
reduction.  Quite  contrary  to  preconceived  ideas,  we  have 
not  had  in  any  one  of  our  cases  symptoms  of  paralysis  pro- 
duced by  the  operation.  In  fact,  as  we  shall  show  later, 
pai'alysis  has  been  removed  by  the  operation.  One  of  the 
cases  had  paraplegia  for  three  years,  and  power  commenced 
to  return  within  twenty-one  days  after  the  operation,  and  is 
now  nearly  complete. 

2.  The  danger  of  abscess.  This  may  be  easily  exagge- 
rated. After  reducing  the  displacement  in  tubercular  joints 
elsewhere,  we  recall  very  few  examples  where  abscess  has 
been  induced.  Constant  in-itation  and  slight  movement  are 
more  pi'one  to  result  in  inflammatory  action  than  forcible 
correction  followed  by  complete  rest. 

3.  On  the  question  of  the  dissemination  of  tubercle  we 
find  it  difficult  to  speak  decidedly.  Very  rarel_y  is  the  break- 
ing down  of  tubercular  joints  followed  by  acute  tuberculosis; 
in  fact,  we  think  that  such  is  less  likely  to  occur  than  after 
open  operations  on  tubercular  joints  where  fresh  bony  sur- 
faces are  denuded  and  often  inoculated.  A  complete  collec- 
tion of  spinal  cases  in  which  no  operative  measures  have  been 
adopted  will  serve  to  show  the  percentage  of  abscess,  para- 
plegia, and  other  complications  which  arise  in  the  course  of 
the  disease.  Of  513  cases,  96  developed  some  form  of 
abscess.  Of  1570  cases,  according  to  Halsted  Myers,  270 
developed  paralysis.  This,  however,  seems  to  us  to  be  too 
high  a  percentage,  and  !Mr.  Muirhead  Little  found  that  only 
10  of  133  cases  were  complicated  by  paralysis.  With 
reference  to  the  cause  of  death  in  cases  not  operated  upon, 
in  autopsies  of  702  cases  Billroth  and  Menzel  found  tuber- 
culosis in  other  parts  in  50  per  ceut.,  amyloid  degeneration 
in  15  per  cent.,  and  lardaceous  kidney  in  22  per  cent.  These 
statistics  appear  to  us  to  demonstrate  the  fallacy  of  con- 
cluding that  when  paralysis  or  abscess  appears  after  forcible 
reduction,  as  by  the  law  of  averages  they  must  do,  such 
complications  ai-e  necessarily  the    result  of    operativ^e    pro- 
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cedm'es.  They  are,  unfortunately,  complications  inseparable 
from  the  disease.  As  an  interesting"  instance  of  the  difficulty 
of  accurately  compiling  statistics,  it  may  be  mentioned  that 
some  weeks  ag-o  seven  patients  were  sent  for  to  enter  the 
hospital  to  have  their  spines  straightened.  Five  of  them 
appeared.  Some  days  later  we  saw  the  father  of  one  of  the 
children  who  had  failed  to  come,  and  asked  him  why  he  did 
not  respond.  ''  Oh,"  he  said,  "  Harry  lost  all  the  power  from 
his  legs  the  night  before."  In  the  other  case  abscess  de- 
veloped the  following  week.  These  two  results,  had  they 
iminediately  followed  upon  operation,  Avould  certainly  have 
been  ascribed  to  the  operation  of  reduction. 

4.  Will  the  deformity  return  ?  This  point  we  shall 
dwell  upon  presently. 

5.  How  is  the  gap  filled  ?  It  is  certain  that  when  an  ex- 
tensive projection  has  been  corrected  there  must  be  a  good 
deal  of  new  bone  i-equired  to  retain  the  erect  line  of  the 
column.  It  is  one  thing  to  reduce  the  deformity,  another  to 
so  completely  cure  it  as  to  render  a  return  impossible.  This 
doubt  acquires  more  weight  when  we  remember  how  prone 
tubercle  is  to  ankylosis  of  a  fibrous  character.  But  in  the 
case  of  the  spine,  museum  specimens  are  very  numerous 
which  show  that  it  is  firm  osseous  ank^dosis  which  joins 
distant  bodies,  and  it  is  not  within  our  recollection  to  have 
seen  a  specimen  where  fibrous  union  persisted  after  cure. 
Certainly  in  some  instances  the  angle  seems  fixed  by  strong 
buttresses  and  adventitious  plates  of  bone.  Did  not  this 
occur,  spinal  deformities  would  be  more  common  and  progres- 
sive than  they  are.  In  the  large  joints  where  ankylosis  is 
very  frequently  fibrous  the  granulation  tissue  is  derived  from 
the  I'emains  of  the  synovial  membrane  and  other  soft  tissues. 
In  the  vertebrae  the  bony  elements  are  derived  from  the 
neural  arches  and  from  the  remains  of  the  periosteum. 
With  reference  to  the  duration  of  after-treatment,  we  think, 
in  opposition  to  Calot,  who  believes  that  nine  to  twelve 
months  are  sufficient,  that  it  must  extend  over  two  to  three 
years. 

In  our  choice  of  cases  for  operation  we  decided  to  under- 
take whatever  presented  unless  strong  reasons  appeared  to 
the  contrary.  Some  of  the  children  were  comparatively 
robust  and  some  weak — some  were  Avell  nourished  and 
others  emaciated.  Out  of  twenty-five  cases  there  was  but 
one  death,  and  that  under  circumstances  very  unsatisfactory, 
as  little  light  was  thrown  upon  it  by  a  smuggled  and  imper- 
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fectly  performed  post-mortem.  The  patient  was  a  girl  aged 
four  years  and  small.  AVhen  brouglit  into  the  theatre  it  was 
noticed  that  she  had  a  rash  not  unlike  scarlet  fever.  We 
sent  her  back  to  the  ward  and  isolated  her.  The  rash  disap- 
peared the  same  day,  and  did  not  appear  until  the  morning 
of  operation  the  following  week.  No  regard,  however,  was 
paid  to  it,  and  the  reduction"  was  proceeded  with.  The 
vertebrae  involved  were  the  sixth  to  the  ninth  dorsal.  The 
reduction  was  effected  with  facility,  and  she  was  placed  in  a 
plaster  corset.  For  three  days  she  was  quite  well,  complain- 
ing of  no  pain,  and  then  the  temperature  rose  to  100°,  and 
the  pulse  became  a  little  rapid.  As  she  was  constipated 
some  calomel  was  ordered,  and  for  two  days  her  bowels  were 
very  relaxed,  and  she  several  times  vomited.  On  the  fourth 
day  the  vomit  became  stercoraceous,  and  fearing  that  some 
intestinal  adhesions  to  the  spine  might  be  found  an  explora- 
tory abdominal  section  was  performed  on  the  sixth  day. 
Nothing  was  to  be  seen  or  felt  abnormal,  and  the  wound  was 
closed.  The  vomiting  continued,  the  temperature  rose  to 
102°,  and  in  twenty-four  hours  the  little  patient  expired. 
Unfortunately  we  were  not  at  hand  when  the  post-mortem  was 
made  through  the  abdominal  incision,  and  it  was  not  possible 
to  obtain  the  spine.  The  abdominal  organs  were  healthy, 
there  was  no  discoloration  nor  distension  of  bowel,  and  no 
obstruction.  There  was  no  peritonitis  and  no  adhesions  to 
the  spine.  The  bodies  of  the  vertebrjB  could  be  distinctly 
felt,  and  there  was  no  thickening  in  the  neighbourhood  of 
the  curvature,  and  apparently  no  tearing  of  the  soft  tissues 
in  front.  The  mesenteric  glands  were  enlai"ged,  and  on  sec- 
tion proved  to  be  tubercular.  With  the  exception  of  this 
point  the  cause  of  death  was  therefore  left  a  matter  for  con- 
j  ecture. 

The    details    of  our    method    can   be  convenientl}^   shown 
by  lantern  slides,  which  will  be  demonstrated  presently. 

If  we  determine  upon  forcible  reduction  certain  details  as 
to  the  preparation  of  the  patient  seem  very  necessary,  more 
especially  if  the  plaster  corset  recommended  by  Calot  be 
applied.  For  two  or  three  days  the  diet  should  be  cautiously 
prescribed,  with  a  view  to  supplying  nourishment  and  avoid- 
ino"  waste  concretion.  The  bowels  should  be  thoroughly  well 
opened,  so  that  if  necessary  abdominal  pressure  can  be 
applied  by  the  hand  without  risk;  for  the  same  reason  the 
bladder  should  be  empty.  For  reasons  which  need  not  be 
emphasised,  the  skin  should  be  deodorised  and  disinfected^ 
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and  tlie  head  sliould  l)o  sliaved.  If  wo  are  to  avoid  insect 
life  tlie  scalp  must  be  treated  for  a  sufficient  time. 

An  assistant  sliould  now  prepare  the  traction  bandage. 
This  consists  of  two  linen  bands  a  yard  long.  The  centre  of 
one  piece  is  placed  round  the  occiput,  the  centre  of  the  other 
round  the  chin.  They  meet  beneath  the  ear  on  each  side, 
and  at  this  point  are  firmly  fixed  by  safety  pins.  The  free 
ends  are  knotted,  and  an  assistant  takes  a  h)op  in  each  hand. 
More  conveniently  still  these  loops  may  be  attached  to  the 
crossbar  of  a  Sayre's  apparatus.  These  linen  bands  should 
be  of  equal  length  ;  otherwise  the  head  is  not  pulled  in  line 
with  the  spine.  They  should  be  fully  a  yard  long,  in  order 
that  the  assistant  who  controls  the  head  may  be  well  out  of 
the  way  of  the  anaesthetist.  This  traction  is  quite  essential, 
as  one  cannot  sufficiently  long  or  powerfully  act  on  the  spine 
by  manual  grasp  upon  the  head. 

In  addition  to  the  assistant  who  controls  the  head,  six  are 
needed, — one  for  each  arm,  one  for  each  leg,  one  for  chloro- 
form, and  one  to  directly  assist  the  operating  surgeon. 

Chloroform  having  been  administered,  at  a  given  signal 
steady  traction  must  be  exercised.  The  patient,  if  he  be 
small,  need  not  be  supported  by  chest  or  pelvic  rack,  A  child 
of  two  and  a  half  years  requires  a  pull  of  220  kilos,  before 
the  neck  is  dislocated.  Traction,  therefore,  measured  if 
necessary  by  the  dynamometer,  should  be  well  within  that 
amount. 

Roughly  speaking,  five  men  pulling  with  a  force  that  soon 
tires  rarely  exceed  70  kilos.,  so  that  the  danger  of  dislocation 
is  after  all  but  small. 

It  is,  however,  important  that  all  should  pull  together,  and 
that  none  should  jerk ;  more  especially  the  assistant  who 
controls  the  head. 

In  a  number  of  cases,  more  particularly  curvatures  high 
up,  simple  traction  will  reduce  the  deformity.  If  it  does  not, 
then  direct  pressure  must  be  applied  to  the  hump.  An 
assistant  places  his  hand  upon  the  abdomen  with  sufficient 
power  to  feel  the  bodies  of  the  vertebras.  It  is  to  anticipate 
this  pressure  that  we  have  advised  a  careful  diet  and  an  empty 
bowel.  This  pressure  on  the  vertebras  from  the  front  is  a 
check  upon  the  surgeon  above,  who  presses  sufficiently  to 
reduce  deformity  if  he  can  do  so  safely.  The  pressure 
required  is  sometimes  great,  and  in  a  large  proportion  of 
cases  the  reduction  is  accompanied  by  crackling  which  can  be 
appreciated  by  all  the  assistants. 
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In  only  very  early  curves  is  reduction  absolutely  com- 
plete, if  by  complete  we  mean  that  no  trace  of  thickening 
remains.  In  the  more  matured  deformities,  either  in  one, 
two,  or  three  sittings  the  curve  is  i-educed  by  fully  three 
fourths  its  bulk.  We  think  it  prudent  in  the  case  of  very 
pronounced  curves  to  reduce  them  in  two  or  tliree  stages 
rather  than  at  one  sitting.  More  especially  is  this  the  case 
if  the  effort  be  accompanied  by  much  crackling  or  be  much 
resisted.  One's  experience  in  the  reduction  of  articular 
deformities  favours  the  division  of  such  operations  into 
stages,  for  whenever  one  has  to  deal  with,  say,  a  flexion 
deformity  of  a  tubercular  hip  of  many  years'  standing,  at  the 
first  sitting  with  much  difficulty  Ave  may  only  partially 
reduce  it;  but  on  maintaining  for  a  week  or  a  fortnight 
this  reduction,  one  can  with  much  less  force  complete  the 
operation. 

This  is  also  true  of  spines;  less  force  is  needed  when  after 
a  period  we  resume  hostilities  than  would  have  been  neces- 
sary had  we  endeavoured  to  complete  matters  at  the  one 
sitting. 

Calot  and  Redard,  who  have  alone  to  any  extent  practised 
this  method  in  France,  use  the  plaster-of-Paris  corset, — so 
applied,  they  argue,  as  to  maintain  the  extension  by  means 
of  a  direct  pull  upon  pelvis  and  occiput. 

The  plaster  corset  of  Calot  is  applied  in  the  following 
manner  : — The  surgeon  places  an  assistant  to  keep  up  pressure 
on  the  lately  prominent  vertebrae,  this  pi*essure  to  be  main- 
tained during  the  application  and  drying  of  the  plaster  corset. 
Strips  of  wadding  are  placed  to  interlace  one  another  at  the 
level  of  deformity.  Then  the  chest,  abdomen,  and  head  are 
covered  by  cotton  wadding  bandages  to  the  thickness  of 
about  an  inch.  Plaster  bandages  are  then  rolled  round,  so 
arranged  as  to  make  powerful  compression  upon  the  de- 
formity, extension  of  the  spine  being  not  for  a  moment 
relaxed.  The  bandages  should  be  soaked  in  hot  water  to 
ensure  rapid  drying.  In  order  to  complete  the  cervical  and 
cranial  part  of  the  corset  one  can  leave  the  child  in  the 
horizontal  position,  but  it  is  simpler  to  effect  whilst  the  child 
is  suspended  with  head  erect  on  the  ordinary  apparatus. 
The  child,  therefore,  hangs  by  the  suspension  strips  which  we 
have  described,  whilst  the  surgeon  rolls  the  plaster  bandages 
around  the  neck  and  liead,  only  leaving  the  face  exposed 
from  the  eyebrows  to  the  chin. 

Personally  we  have  no  affection  for  this  huge,  cumbersome 
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apparatus,  wliicli  requires  so  niucli  trimming  wlien  applied, 
and  which,  if  quite  effective,  is  rarely  comfortable  for  long. 
It  is  supposed  to  last  for  six  months,  but  makes  no  provision 
for  growth,  and  in  six  weeks  is  usually  infested  by  vermin. 
'J^o  those  who  intend  to  use  it,  however,  we  would  recommend 
certain  modifications,  to  which  we  have  already  hinted.  Dis- 
infect the  patient,  shave  the  head,  use  tarry  tow  instead  of 
cotton  wadding,  and  apply  pressure  on  the  hump  by  means 
of  boiler  felt.  These  precautions  will  tend  to  modify  the 
sickening  contents  of  the  corset  lining.  But  these  do  not 
complete  the  objections,  for  it  is  most  difficult  to  avoid 
pressure  sores  over  the  prominent  vertebra?,  and  its  cost  and 
trouble  produce  no  balancing  good.  Again,  we  very  much 
question  whether  extension  of  the  spine  can  be  maintained 
by  it,  as  Calot  claims,  without  discomfort  which  no  child 
could  tolerate.  Add  to  these  objections  the  very  serious  one 
that  would  be  sure  to  face  us  should  there  be  any  difficulty 
during  chloroform  administration.  To  those  of  us  wdio  have 
had  to  take  one  of  these  corsets  off,  the  thought  of  the  delay 
at  such  a  time  is  a  little  more  than  disquieting. 

Believing,  as  we  do,  that  hyper-extension  is  a  much  more 
important  factor  in  the  prevention  of  Pott's  curvature  than 
any  traction  that  can  be  tolerated,  we  have  modified  the 
Thomas  double  hip-splint  in  such  a  manner  that  when  the 
patient  lies  upon  it  the  bodies  of  the  vertebras  cannot 
possibly  fall  one  upon  another.  By  this  means  superincum- 
bent body- weight,  with  its  attendant  evils,  is  avoided ; 
patients  are  comfortable  and  clean  ;  the  spine  can  be  watched, 
and  from  to  time  pressure  can  be  suitably  modified;  and, 
what  is  very  important  in  a  busy  hospital,  an  immensity  of 
labour  is  saved. 

Although  in  most  cases  one  notes  a  tendency  to  the  recur- 
rence of  the  curve,  it  is  after  all  but  small,  and  may  easily 
be  overcome  by  slight  traction.  It  merely  means  we  cannot 
by  any  apparatus  maintain  the  traction  which  the  deformed 
spine  needs  for  its  reduction. 

One  drawback  to  the  method  of  forcible  reduction  is  its 
cost.  If  we  have  to  engage  seven  or  eight  assistants  every 
couple  of  months  the  limitation  to  its  utility  is  assured.  In 
one  or  tAvo  pictures  on  the  screen  you  will  note  a  rack,  which 
we  devised  in  order  that  one  assistant  only  would  be  needed. 
It  requires  further  modification,  and  will  then  effect  its 
purpose.  A  simple  method  of  extension  tested  by  dynamo- 
meter could  be  arranged  by  applying  pulleys  to  the  feet  and 
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fixing  the  head  to  a  horizontal  bar,  with  two  body-racks  to 
facilitate  bandaging.  These  ai-e  technical  details  which  time 
will  perfect.  In  some  cases  we  have  operated  without  chlo- 
roform, because  of  our  dread  of  accident.  Although  we  are 
fortunate  not  to  have  had  grave  trouble,  some  of  the  cases  have 
given  us  trying  moments,  and  for  an  assistant  to  hold  a  mirror 
to  watch  the  face  is  of  great  advantage.  In  most  cases  we 
have  performed  the  second  operation  without  an  anaesthetic, 
and  in  no  case  does  the  pain  appear  to  have  been  very  great. 

Kedard  in  his  pamphlet  refers  to  having  reduced  one 
hump  of  two  years'  standing.  B}'  this  one  gleans  he  would 
have  excluded  many  of  the  cases  which  are  before  you,  where 
the  deformities  are  of  far  older  standing.  Further  experience 
is  needed  to  decide  where  to  cross  the  line  of  prudence.  It 
is,  however,  more  than  satisfactory  to  note  the  absence  in 
such  advanced  cases  of  serious  immediate  consequences. 

We  have  operated  upon  in  our  first  series  twenty-five 
cases,  and  these  we  now  present.  Of  this  number,  nine  were 
males  and  sixteen  were  females.  Their  ages  ranged  from  six 
months  to  six  years.  Five  had  paralysis  at  the  time  of  opera- 
tion, and  of  these  all  have  recovered  or  are  doing  so  after  the 
operation,  apparently  as  the  direct  result  of  it.  One  case  had 
a  discharging  sinus  in  the  groin  when  the  operation  was 
undertaken.  As  to  the  position  of  the  curves,  two  were 
cervico-dorsal ,  eighteen  were  in  the  dorsal  region,  and  five 
were  dorso-lumbar.  Of  the  cases,  ten  were  completely 
reduced  at  the  first  sitting,  and  fifteen  pai'tially.  Of  the  ten 
complete  reductions  two  remained  so  for  three  to  four  months 
afterwards,  and  slight  recurrence  took  place  in  eight,  which 
was  speedily  overcome  by  a  second  operation.  Of  the  fifteen 
partial  reductions,  three  were  subsequently  completely  re- 
duced, two  of  them  after  two  operations  and  one  by  three 
operations,  and  the  remainder  were  greatly  improved.  In 
some  we  estimated  that  the  curve  was  less  by  two  thirds  than 
it  was  before  operation,  and  in  others  just  a  mere  projection 
was  left.  Through  the  kindness  of  Mr.  R.  W.  Murray,  of  the 
Children's  Hospital,  Liverpool,  we  are  enabled  to  show  on 
the  screen  a  specimen  of  the  spine  of  a  child  who  died  of 
tubercular  meningitis,  and  in  whom  forcible  reduction  was 
carried  out  after  death. 

We  will  briefly  give  our  opinion  from  the  experience  of 
our  cases  as  to  which  are  suitable  and  which  are  unsuitable 
for  operation. 

Cases  which  are  unsuitable  are — 
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1.  Where  the  disease  is  of  r)hl  standing",  and  undoubted 
ankylosis  has  occurred  witli  cousidorahlo  deformity  of  the 
chest. 

2.  Cases  in  wliicli  tubercular  disease  exists  elsewhere. 

3.  Cases  in  which  there  is  considerable  cramping-  of  the 
viscera  and  alteration  in  the  position  of  the  heart  and  lungs. 

4.  We  have  avoided  curvatures  in  the  cervical  region  for 
reasons  which  need  not  be  dwelt  upon. 

5.  High  dorsal  curves,  on  account  of  the  difficulty  of  ob- 
taining sufficient  retention  owing  to  the  leverage  of  the  head, 
we  have  not  found  to  give  such  satisfactory  results  as  we 
could  have  wished. 

6.  We  should  not  operate  where  lai-ge  lumbar  abscesses 
exist,  nor  where  collections  of  pus  are  present  unopened. 
Discharging  sinuses,  if  not  in  the  lumbar  region,  have  been 
no  hindrance. 

The  curves  which  are  suitable  are — 

1.  Those  occurring  in  the  young;  but  we  have  not  hesi- 
tated to  reduce  deformity  occurring  in  early  manhood  whei-e 
the  angle  was  a  changing  one  and  the  disease  of  short  dura- 
tion, and  no  visceral  complications  were  present. 

2.  Those  in  which  the  disease  is  locally  active. 

3.  Those  where  the  angle  of  deformity  is  changing. 

4.  In  those  cases  of  paraplegia  unrelieved  by  ordinary 
treatment,  as  a  more  reasonable  proceeding  than  laminectomy, 
which  in  our  experience  fails  often  to  relieve  the  pressure 
point. 

In  young  children  ankylosis  i-arely  takes  place  early  in 
the  disease,  and  slight  traction  often  suffices ;  while  less 
force  is  needed  Avhere  the  disease  is  active  than  where  the 
consolidating  processes  have  nearly  ended.  With  the  reser- 
vations mentioned,  we  think  that  an  angle  which  is  increasing 
more  rapidly  than  the  growth-rate  will  explain  can  with 
tolerable  facility,  and  without  undue  risk,  be  removed  ;  but 
we  think  the  method  is  one  which,  if  due  care  be  not  ex- 
ercised as  to  the  selection  of  cases,  might  readily  lead  to  very 
serious  consequences. 

In  conclusion  Ave  beg  to  thank  this  Society  for  the  oppor- 
tunity of  presenting  these  cases  to  them,  and  for  the  atten- 
tion which  has  been  given  to  us. 
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V. — Lg  traitcmeid  du  vial  de  Pott.     Par  le  Dr.  Cx\lot 
de  Berck  sur  Mer.     Read  November  12,  1897. 

MALGRE  le  titre  de  ma  commuuication,  je  ne  m'attarderai 
pas  a  vous  parler  du  traitement  general  du  inal  de  Pott, 
ri  meine  de  chacuue  des  manifestations  morbides  qu'embrasse 
I'etude  de  son  traitement  local. 

Qu'il  me  suffise  de  vous  dire  que  je  n'admets  pas  dans 
cette  maladie  d'auti'e  intervention  active  que  celle  qui  a 
pour  but  la  correction  de  la  difformite. 

S'attaquer  a  la  paralysis  par  une  operation  sanglante  ou 
a  I'abces  par  congestion  (autrement  que  par  de  simples 
ponctions),  c'est  transformer  le  mal  de  Pott  ferme  en  un 
mal  de  Pott  ouvert.  Or,  si  le  premier  a  95  chances  pour 
100  de  se  terminer  par  la  guerison,  le  2e  a  95  chances  pour 
100  de  se  terminer  par  la  mort. 

N'est-ce  pas  ainsi  d'ailleurs  que  se  conduisant  tons  les 
chirurgiens  sages  en  presence  des  osteo-arthrite  des  raem- 
bres,  bien  plus  accessibles  cependant,  dans  la  tumenr  blanche 
du  genou  par  exemple,  ou  dans  la  coxalgie  oii  Fon  n'intervient 
plus  guere  activement  que  pour  combattre  la  deviation. 

Vous  connaitrez  mon  attitude  lorsque  je  vous  aurai  dit  que 
si  un  chirurgien  sage  ne  me  parait  pas  avoir  le  droit  d'operer 
par  intervention  sanglante  un  pottique  pour  sa  paralysie  ou 
son  abces  par  congestion,  il  a,  par  centre,  le  devoir  de  I'operer 
pour  sa  gibbosite,  et  que  cc  devoir  est  aussi  imperieux  (pie  s'il  se 
trouvait  en  presence  d'uue  hanche  ou  d\ni  genou  Hechis.   .  .  . 

Ah  !  ce  que  ce  rapprochement  fait  par  moi  des  la  premiere 
heure  entre  le  redressement  du  genou  et  le  redressement  des 
gibbosites  m'a  valu  d'amenites !  .  .  .  erreur  grossiere  .  .  . 
non-sens  chirurgical  .  .  .  j'en  passe  (et  des  meilleures).  .  .  . 
A  ces  opposants  qui  trouvent  le  redressement  du  genou  aussi 
satisfaisant  pour  I'esprit  que  le  redressement  des  gibbosites 
leur  parait  insense  je  me  bornerai  a  rappeler  les  paroles  que 
pronon^ait  le  Professeur  Le  Deutu  a  I'Academie  a  la  suite  de 
la  lecture  du  rapport  de  M.  Monod  sur  la  question. 

En  me  rapportant  par  la  pensee  a  I'epoque  oi'i  Bonnet  de 
Lyon  est  venu  preconiser  le  redressement  des  arthrites 
fongueuses  du  genou,  je  me  suis  dit  (c'est  le  Professeur  Le 
Dentu  qui  parle)  que  sa  proposition  avait  du  soulever  autant 
d'etonnement  que  la  communication  de  Calot  sur  le  redresse- 
ment des  gibbosites  du  mal  de  Pott.  .  .  . 


le  traitcment  da  laal  de  Vnit.  27 

Voila  dcs  paroles  (]uc  jo  livro  aux  meditations  de  mcs 
contradicteurs  d'aujourd'liui.   .   .   . 

Pour  moi,  jc  maintiens  ma  comparaison  qui  no  cloche  pas 
davantage  que  toutes  les  comparaisons.  Je  le  prouverai ; 
je  la  maintiens  non  pas  par  enteteraent,  mais  parce'qu'elle  me 
perniet  de  vous  exposer  plus  olairement  mes  idees  sur  les 
ditHcultes  et  les  dangei-s  du  redressement  des  g'il)bosites,  et 
sur  la  valeur  ortliopedique  de  ce  redresseraentj — en  d'autres 
termes,  sur  les  resultats  iuimediats  ou  eloiynes  de  1' operation 
que  j'ai  preconisee. 

Sur  le  premier  claapitre;  jisavoir  lesdifficulteset  lesdangers 
du  redressement  des  gibbosites  il  me  sera  permis  j'espere 
d'etre  tres  bref.  Car  des  centaines  de  ces  operations  faites 
dans  Tunivers  entier  depuis  huit  mois,  sent  venues  demontrer 
que  I'interventions  etaient  aussi  benigne  que  le  redressement 
de  la  lianche  et  du  genou, — aussi  benigne  et  certainement 
plus  facile,  de  duree  plus  courte^  a  peine  quelques  secondes, 
et  amenant  un  clioc  operatoire  encore  moindre.  .  .   . 

Remarquez  a  ce  sujet  le  vice  et  le  vide  de  tous  les 
raisonnements  a  iiriorl  dans  notre  science  qui  ne  doit  s'ap- 
puyer  que  sur  des  faits.  ,  .  .  De  quels  dangers  les  opposants 
i'allais  dire  les  retardataires^  u'avaient-ils  pas  menace  les 
malheureux  pottiques  qu'on  soumettrait  a  I'operation.  lis 
ne  mourraient  pas  tons,  .  .  .  mais  tous  seraient  frappes^  les 
survivants  restant  paral^'ses. 

Or  j'ai  pu,  lorsque  j'ai  publie  mon  premier  meuioire  apporter 
37  observations  sans  un  seul  accident. 

lledard  en  a  apporte  a  Moscou  32  sans  un  accident ; 
Hoffe  deWurzbourg  20  sans  un  accident;  Jones  de  Liverpool 
40  cas  sans  un  seul  accident,  actuellement  il  en  a  60  avec  un 
seul  accident  je  crois. 

Si  Brun  et  Jonesco  out  perdu  un  enfant  du  cliloroforme, 
si  dans  les  jours  qui  ont  suivi  I'operation  Malherbe  en  a 
perdu  un  de  troubles  respiratoires,  Billiaut  2  ou  3  sur  une 
cinquantaine  de  cas;  moi  2  sur  200  cas,  egalement  de 
troubles  respiratoires,  si  d'autre  part  j'ai  pu  relever  3  cas  de 
paralysie  survenue  dans  les  semaines  qui  ont  suivi  I'operation 
sur  plus  de  600  interventions  dont  on  m'a  adresse  la  relation 
de  France  ou  de  I'etranger,  lorsque  vous  le  savez  le  mal  de 
Pott  avec  les  anciens  traitements  s'accompagnait  environ  1 
fois  sur  5  d'accidents  paralytiques,  et  que  je  connais  par 
contre  8  cas  de  paralysie  gueries  par  le  redressement.  Si 
tout  cela  est  vrai ;  citez  moi  une  operation  cbirurgicale  qui 
ait  ete  moins  meurtriere  et  moins  grave — a  ses  debuts.  .  .  . 
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Je  dis  a  ses  debuts  car  les  statistiques  scront  a  I'avenir 
encore  iiifiniinent  ineilleiares. 

Car  nous  saurons  redresser  sans  meme  qu'il  soit  uecessaire 
de  recourir  au  cbloroforme  si  Ton  veut ;  nous  saurons  re- 
dresser en'quelques  secoudes,  reduisant  le  traumatisme  et  le 
choc  a  peu  pres  a  rien. 

Et  puis  aussi^  instruits  par  les  faits,  nous  eloiguerons 
quelques  enfants  que  nous  souniettious  a  I'operation  sans 
hesiter  autre  fois ;  ainsi — 

1.  Les  enfants  trop  cacliectiques,  nou  pas  tant  a  cause  du 
choc  operatoire  veritablement  insignifiant,  mais  parce  qu'ils 
supportent  nial  I'appareil  platre  qui  pent  gener  le  jeu  de  leurs 
muscles  respiratoires  si  faibles.  .  .  .  C'est  ainsi  que  j'ai  re- 
fuse a  Moscou  a  la  clinique  de  I'universite  d'operer  2  enfants 
dont  la  gibbosite  etait  cependaut  petite  et  recente. 

2.  Les  enfants  qui  toussent,  pour  la  meme  raisou. 

8.  Les  enfants  porteurs  d'abces  par  congestion  parce  que 
ceux-ci  pourraieut  a  la  rigueur  se  rompre  surtout  entre  les 
mains  d'un  operatenr  inexperimente,  pi'ocedant  avec  trop  de 
brusquerie ;  se  rompre  et  causer  de  la  paralysie.  Dans  ce  cas 
on  traite  d'abord  I'abces  par  les  ponctions  et  les  injections. 
La  guerisou  demandera  2  mois  en  moyenne ;  apres  qu'elle  sera 
obtenue,  on  redressex'a  ces  enfants. 

4.  Les  enfants  qui  ont  des  fistules;  pour  lesquels  il 
faudra  attendre  egalement  la  guerisou  de  la  fistule,  guerison 
qui  dans  bien  des  cas  malheureusement  ne  viendra  jamais. 

5.  Les  enfants  porteurs  de  vieilles  gibbosites  resistant  a 
une  traction  de  50  a  80  kilosf. 

Je  vais  m'expliquer  immediatement  sur  la  conduite  a 
tenir  en  pi-esence  des  ces  bosses  ancienues  et  sendees.  .   .   . 

Sendees,  oui,  mais  oii  et  comment?  Les  recherches  de 
Shaw  consignees  dans  un  article  du  ^  Dictionnaire  encyclo- 
pedique '  publie  il  y  a  23  ans  deja  nous  apprennent  que  la 
consolidation  se  fait  a  la  suite  du  mal  de  Pott  abandonne  a 
lui-meme  de  2  manieres  :  soit  par  soudure  simple  des  pieces 
posterieures  du  rachis,  soit  par  soudure  a  la  fois  du  rachis 
posterieur  et  des  corps  vertebraux  restes  intacts;  le  premier 
mode  de  reparation  constitue  ce  qu'il  appelle  les  fausses  anky- 
loses, le  seconde  les  ankyloses  vraies. 

Peut-il  y  avoir  un  troisieme  mode  de  consolidation?  la 
soudure  des  corps  vertebraux  sans  soudure  du  rachis  poste- 
rieur ;  ce  serait  dans  tous  les  cas  tres  exceptionnel. 

Nelaton  avait  figure  dans  son  traite  cette  soudure  pos- 
terieure.     Bouvier  I'avait  decrite  sur  plusieurs  pieces.     Lau- 


le  traitement  du  mal  do  Pott.  20 

nelongue  l''a  vue  (comme  le  prouve  un  passa^^e  de  son  livre 
sur  le  mal  de  Pott),  inais  c'est  mon  ami  Regnault  qui  I'a 
surtout  etudiee  sur  les  pieces  du  musee  Dupuyti-on. 

Je  voiis  dirai  dans  un  instant  quo  j'ai  pu  rrtudier  a  inon 
tour  non  pins  sur  des  niauxde  Pott  abandonnes  Ti  eux-memes, 
mais  sur  des  manx  do  Pott  redi'csses. 

Mainteiiant  revenons  au  cas  cite  pins  liaut  d'nne  gibbosite 
plus  on  luoins  vieille  qui  resiste  a  une  traction  de  50  a  80 
kilog.  (suivant  I'age  du  sujet). 

Y  a-t-il  done  une  difference  absolue  entre  ces  gibbosites 
et  celles  qui  cedent  a  une  traction  de  cette  valeur,  les  premieres 
etant  ankylosees  et  les  autres  ne  I'etant  pas  ? 

Nullenient,  c'est  une  question  de  degre  dans  une  merae 
disposition  anatomique. 

A  cote  des  gibbosites  recentes  qui  se  reduisent  presque 
toutes  senles  et  ou  les  neoformations  osseuses  en  avaiit  et  en 
arriere  sent  uulles,  cela  seul  le  prouve,  il  y  a  les  gibbosites 
qui  ne  cedent  qu'a  40,  50,  80  kilog.  de  traction.  Dans  celles 
la  existent  deja  des  sondures  osseuses,  en  arriere  tout  au 
moins,  mais  des  soudnres  incompletes :  tandis  que  si  la 
bosse  resiste  encore  a  cette  traction ;  c'est  tout  simplement 
que  les  formations  osseuses  nouvelles  sent  ici  un  peu  plus 
completes,  un  peu  plus  larges,  un  peu  plus  epaisses  que  dans 
le  cas  precedent.  Lorsque  nous  avons  reduit  des  gibbosites 
avec  une  traction  de  60  a  80  kilog.,  nous  avons  dejii  fait  des 
ruptures  de  petites  travees  osseuses,  deja  fait  de  petites  frac- 
tures sous-cutanees  et  tons  ceux  qui  ont  entendu  des  craque- 
ments  en  reduisant  (vons  savez  qu'on  obtient  souveut  des 
craquements  meme  avec  des  tractions  relativement  tres  faibles) 
ont  fait  sans  s'en  douter  pent-etre  de  petites  fractures  sous- 
cutanees,  mais  en  arriere  ne  I'oubliez  pas,  c'est  a  dire  dans 
une  region  saine,  et  non  pas  sur  des  tissus  malades. 

II  n'y  a  done  pas  un  abime  entre  ce  qu'ils  out  fait  et  ce 
que  nous  avons  a  faire  pour  avoir  raison  des  bosses  qui 
resisteut  a  une  traction  de  80  kilog. 

lis  n'auront  pour  reussir  dans  ces  dernieres  qu'a  cousentir 
a  un  traumatisme  un  peu  plus  grand,  mais  de  la  meme  nature 
si  je  puis  ainsi  dire. 

Cependant  je  conseille  a  ceux  qui  n'ont  pas  une  tres 
grande  experience  de  ces  operations  de  ne  pas  depasser  des 
tractions  de  cette  valeur.  Je  les  ai  depassees  quelquefois  pour 
mon  compte,  par  exemple  cliez  cette  jeune  fille  suedoise 
figuree  ici,  et  je  n'ai  pas  en  a  le  regretter. 

Faut-il  done  renoncer  a  la  correction  de  ces  bosses  ?  Non, 
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niais  il  faiit  avancer  prudemment  dans  la  voie  a  peine 
oiiverte  et  fixer  pen  Ti  pen  tons  les  points  encore  douteux. 

Je  suis  convaincu  pour  men  compte  que  nous  pourrons 
parfois  reussir  a  corriger  ces  vieilles  bosses,  mais  il  faut  se 
deniander  si  dans  des  cas  ou  elles  opposent  une  resistance 
aussi  grande  il  n'est  pas  preferable,  plus  sage,  plus  chirurgical, 
plus  benin  de  s'en  aller  quelques  jours  apres  la  tentative 
infructueuse  faite  par  des  manoeuvres  externes,  de  s'en  aller 
rompre  a  ciel  ouvert  les  soudures,  si  vous  voulez  les  resist- 
ances osseuses  opposces  par  le  racliis  posterieur. 

Ces  sondures  osseuses  se  trouvent,  ou  seulement  en 
arriere  (fausse  ankylose  de  Shavs^),  ou  bien  en  arriere  et  en 
avant  (ankylose  vraie). 

Dans  le  premier  cas  que  nous  savons  etre  le  plus  frequent, 
elles  sont  bion  accessibles  et  faciles  a  detruire  par  une  iuter- 
vention  sans  gravite. 

Dans  le  seconde  cas,  nous  commencerons  par  rompre  les 
soudures  posterieures  et  les  adherences  anterieures  isolees  ne 
pourront  plus  (presque  jamais  tout  au  moins  chez  les  sujets 
de  moins  de  20  a  25  ans)  s'opposer  au  redressement. 

II  y  a  quelques  jours  j'ai  fait  une  de  ces  osteotomies 
sur  le  racliis  posterieur  (pour  un  de  mes  malades  cliez  qui 
une  traction  de  80  kilog.)  n'a  rien  donne.  Collin  m'a  coustruit 
un  ciseau  a  froid  a  arret  pour  pratiquer  cette  petite  osteo- 
tomie.  Cela  fait  je  laisserai  se  ferraer  la  plaie  cutanee,  j'atten- 
drai  15  jours;  puis  je  ferai  une  nouvelle  tentative  de  re- 
dressement. 

Je  suis  persuade  que  j'arriverai  au  but,  si  je  n'y  arrivais 
pas,  je  serais  alors  assure  qu'il  s'agit  d'uue  ankylose  vraie, 
que  le  resistance  vient  de  la  resistance  des  corps  vertebraux, 

Notez  que  cela  ne  sera  a  peu  pres  jamais,  je  I'ai  dit,  chez 
les  sujets  de  moins  de  vingt  ans.  Mais  si  cela  etait,  on  ne 
serait  pas  encore  desarme  completement. 

On  pent  par  une  seconde  intervention  aller  rompre  ce  cal 
anterieur,  non  plus  par  la  voie  posterieure  comme  je  Tai  deja 
fait,  mais  par  la  voie  laterale  en  evitant  de  peuetrer  dans  le 
canal  rachidien;  ce  qui  est  possible  parce  qu'il  suffira  de 
diminuer  un  peu  la  resistance  de  ce  cal  anterieur  en  faisant 
penetrer  un  petit  ciseau  a  froid  dans  son  milieu  pour  en 
amener  la  rupture  par  des  manoeuvres  exterieures  faites 
encore  ici  seulement  15  jours  apres,  lorsque  la  plaie  cutanee 
sera  fermee. 

II  faut  done  etablir  (par  des  observations)  si  pour  le 
redressement  de  ces  vieilles  bosses,  il  n'y  a  pas  interet  a  faire 
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ces  petites  iiitervenfcious  plutot  quo  de  vouloir  toujotirs 
arriver  pai*  do  simples  manoeuvres  oi't]iopedif|nes  oxtornes. 

Apres  20  ou  25  aiis  lorscpio  les  deformations  supplemen- 
taires  sont  acquises,  c'ost  a  dire  pour  les  bosses  tres  vieilles, 
I'on  s'abstiendra — mais  non  pas  evideinmout  lorsqu'il  s'ai^-ira 
de  gibbosites  recentes  chez  les  adultes. 

Je  devrais  dire  nn  mot  des  accidents  eloignes  possibles 
du  i-edressement :  la  formation  d'abccs  par  congestion  ou 
I'esplosion  d'nne  tuberculose  generalisee  ou  d'uno  menino'ite. 

Je  serai  tres  bref  parce  que  j'ai  hate  d'arriver  a  Fetude 
de  la  consolidation  du  vacliis  apres  le  redressement. 

Ces  accidents  eloignes  sont-ils  a  craindre  ?  c'est  poser 
la  question  de  savoir  s'il  faut  jamais  intervenir  chez  les 
tuberculeux. 

Au  risque  de  pai-aitre  pai-adoxal,  je  dirai  que  ces  acci- 
dents sont  moins  a  craindre  ici  qu'apres  le  redressement  du 
genou. 

L'on  ne  pent  pas  redresser  un  genou  (dans  la  periode 
d'activite  de  la  maladie)  sans  briser  des  trabecules  osseuses 
infiltrees  de  tuberculose,  en  arrivant  par  traction  en  arriere, 
et  en  avant  par  pression  des  deux  surfaces  articulaires. 

Au  rachis  on  souleve  les  deux  segments  anterieurs  sans 
presque  jamais  rompre  de  trabecules  et  la  pression  qui  se 
fait  a  la  suite  du  redressement  sur  le  rachis  posterieur  porte 
sur  des  parties  osseuses  absolument  saines;  done  ces  manoeu- 
vres ne  peuvent  pas  araener  comme  au  genou  des  inocula- 
tions tuberculeuses. 

Et  de  fait  je  n'ai  observe  que  quatre  cas  de  broncho-pneu- 
monie  tuberculeuse  ou  de  meningite  sur  environ  200  malades 
dans  les  six  mois  qui  out  suivi  le  redressement. 

Est-ce  que  la  proportion  n'est  pas  au  moins  egale  dans 
les  maux  de  Pott  laisses  a  eux-memes  ? 

Est-ce  que  I'immobilisation  imparfaite  des  autres  traite- 
ments  permettant  de  petits  cliocs,  de  petits  traumatismes 
incessants  des  surfaces  malades  ne  predispose  pas  bien  da- 
vantage  aux  inoculations  et  aux  generalisations  tuberculeuses  ? 

Mais  j'ai  hate  de  discuter  I'arguraent  supreme  des  oppo- 
sants,  I'argument  sans  replique  :  au  genou  le  redressement 
rapproche  plutot  les  surfaces  osseuses;  au  rachis  se  produit 
au  contraire  un  ecartement  tres  considerable.  La  tuberculose 
detruit  et  ne  refait  pas.  Jamais  cefc  ecartement  ne  se 
comblera;  les  bosses  redressees  sont  fatalement  vouees  Ti  la 
recidive.  .  .   . 

Cette  objection  pour  n'etre  pas  neuve,  ay  ant  ete  formulee 
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il  y  a  cinquaute  ans  par  Bonnet  de  Lyon  n'en  est  pas  moins 
solide. 

Mais  les  opposants  peusent-ils  done  que  je  ne  me  I'etais 
pas  faite  avaut  eux?  .  .  .  Peusent-ils  done  que  j'aurais  ete  assez 
leger  pour  promettre  la  guerison  des  gibbosites  par  le  re- 
dressement  si  je  n^avais  pas  eu  par  devers  moi  des  faits 
absolument  probants?  Si  je  n'ai  pas  voulu  livrer  a  la  pub- 
licite  mes  operations  avant  d'avoir  des  malades  a  presenter, 
est-ce  pour  une  autre  raison  ? 

Les  faits  sont  la.  Sur  mes  six  malades  presentes  a 
I'Acadeuiie,  quatre  ont  ete  montres  libres  de  tout  appui,  de  tout 
corset,  et  ils  etaient  droits  apres  I'operation  lorsqu'ils  etaient 
difformes  avant.  Vos  objections  ne  peuvent  rien  centre  un 
seul  de  ces  faits  constates  par  I'Acadeuiie  tout  entiere. 
Reste  a  les  interpreter  a  les  expliquer,  je  les  fais  en  quelques 
mots  etant  presse  par  le  temps. 

Le  racliis  redresse  se  consolide  comme  le  rachis  abandonne 
a  lui-meme  de  deux  manieres. 

1.  Soit  par  soudure  anterieure  (ankylose  vraie  de  Shaw) 
des  radiographies  que  je  vous  presenterai  dans  un  instant,  et 
que  j'ai  deja  presentees  au  Congres  de  Moscou  ne  laissant 
pas  I'ombre  d'un  doute  a  cet  egard. 

Cette  soudure  anterieure  pourra  se  produire  non  seule- 
ment,  pour  les  petites  gibbosites,  mais  encore  pour  des 
gibbosites  d'un  certain  volume,  parce  qu'il  se  produit  souvent 
du  fait  meme  du  redressement  un  tassement  des  pieces 
posterieures  du  racbis,  quelque  chose  de  tout-ji-fait  com- 
parable au  tassement  qui  se  produit  sur  la  partie  antei-ieure 
du  genou  redresse. 

2.  Soit  'par  soudure  posterieure  (fausse  ankylose  de  Shaw). 
Co  mode  de  consolidation,  bien  etudie  par  Schaff  et  Eegnault 
pour  les  maux  de  Pott,  abandonnes  a  eux-memes  s'observe 
egalement  chez  les  maux  de  Pott  redresses.  J'ai  pu  I'etudier 
douze  fois  sur  des  enfants  operes  depuis  au  moins  cinq  mois, 
deux  fois  sur  le  cadavre,  et  dix  fois  sur  le  vivant,  je  vous  dirai 
tout  a  I'heure  dans  quelles  circonstances. 

Quatre  fois  sur  douze  cette  soudure  m'a  paru  suffisante, 
dans  ce  sens  qu'elle  comprenait  un  nombre  sufRsant  de  lames 
vertebrales  pour  maintenir  le  rachis  dans  la  position  qu'on  lui 
avait  donnee  (deux  fois  a  la  suite  du  redressement  non  sanglant, 
deux  fois  a  la  suite  du  redressement  avec  ablation  des 
apophyses  epineuses). 

Une  fois  elle  etait  a  pen  pres  suffisante  deja  au  ciuquieme 
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ellc  le  serait  dovonuc  sureraeut  si  I'on  avait  attendu  quelqucs 
niois  encore  (c'otait  a  la  suite  d'un  redres.scment  non  sanglant). 

Sept  fois  eiifiu  elle  ctait  encore  iusuffisanto  G  a  10  tnois 
apres  le  rcdressenient — insnffisaute  dans  ce  sens  qu'il  n'y 
avait  que  2  ou  o  lames  vertebvales  soudees  lorscpi'il  en 
aurait  t'allu  4  on  5  on  0  pour  maiutenir  la  correction  (2  do 
ces  redresseineuts  avaient  ete  faits  avcc  ablation  des  apo- 
physes epineuses,  5  sans  cette  ablation). 

A  noter  encore  que  je  n'ai  trouve  les  ajwpliyscs  e|)ineuses 
soudees  que  dans  un  cas  oii  par  suite  do  I'ablation  des  bees 
et  sans  doute  de  la  stimulation  du  perioste  elles  s'etaient 
soudees  par  leur  base.  C'etait  toujours  par  les  lames  que  se 
faisait  la  souduro  cliez  mes  sujets  redresses.  Jo  me  suis 
demande  comment  et  pourquoi  elle  so  produisait,  cela  importo 
pen  pour  I'instant. 

L'euseig'nement  que  nous  devons  tirer  do  toutcs  ces  con- 
siderations c'est  que,  a  la  suite  du  redressement  des  gibbo- 
sites  considerables,  nous  pourrons  compter  sur  la  soudure 
osseuse  des  pieces  posterieures  du  rachis,  mais  comme  elle  ne 
se  produit  pas  toujours  d'elle-meme  nous  la  realiserons 
lorsque  nous  aurons  des  raisons  de  croire  qu'elle  fait  defaut, 
ou  que  nous  voulons  gagner  du  temps. 

En  quoi  faisant  ?  non  pas  certes  en  ligaturant  les  apo- 
physes epineuses  comme  I'a  propose  I'Americain  Hadra  des 
Pannee  1889,  et  4  ans  plus  tard  notre  collegue  Chipault. 

La  ligature  ou  I'apposition  de  griffes  ne  pourrait  y  aider 
qu'en  produisaut  une  suppuration  dont  le  premier  effet  serait 
denecessiter  leur  ablation.  Je  m'expliquerai  plus  longuemerit 
la-dessus  dans  un  instant. 

Si  Ton  voulait  agir  sur  les  apophyses  epineuses  il  serait 
encore  bien  preferable  de  les  resequer.  Surtout  si  Ton 
conserve  le  perioste,  cette  resection  amenera  incomparable- 
nient  mieux  la  soudure  des  apophyses  epineuses  que  la  pre- 
sence d'un  corps  etranger  qui  ne  pent  agir  quelque  pen  qu'en 
provoquaut  de  la  suppuration.   .   .   . 

Mais  ce  n'est  pas  sur  les  apophyses  epineuses,  on  I'a  vu, 
qu'il  faut  agir ;  les  apophyses  epineuses  etant  les  pieces 
osseuses  les  plus  distautes  les  unes  des  autres  et  celles  ou  la 
soudure  se  produit  le  plus  exceptionuellemeut.  Nous  agi- 
rons  sur  les  lames  ;  elles  sout  an  contact  par  leurs  bords  au 
moins  dans  la  region  cervicale  et  dans  la  region  dorsale  et 
surtout  dans  le  cas  present  puisque  le  redressement  amene 
souvent  une  veritable  imbrication  de  ces  lames. 

11  suffira  d'aviver  les  bords  de  ces  lames  ou  les  parties  au 
VOL.  XXXI.  3 
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couttict  pour  amener  leur  soudure,  Eu  outre  le  perioste 
detaclie  avec  les  parties  molles  puis  reapplique  reunira  de  son 
cote  ces  lames  en  un  seul  bloc — ce  perioste  si  fertile  que  cliez 
les  animaux  lorsqu'on  enleve  par  une  resection  sous  peri- 
ostee  uu  segment  de  la  paroi  posterieure  du  canal  racliidien 
ce  perioste  conserve  suflSt  a  combler  cette  large  brecbe  par 
uue  paroi  osseuse  continue. 

C'est  la  une  bien  petite  intervention  qui  dure  a  peiue 
quelques  minutes. 

Voici  done  quelle  sera  uotre  conduite  en  presence  d'une 
grosse  gibbosite :  nous  commencerons  par  redresser  com- 
pletement  en  une  ou  en  2  fois,  mais  en  ne  laissant  dans  ce 
dernier  cas  entre  les  2  seances  que  quelques  semaines  d'inter- 
valle  de  maniere  a  ne  pas  laisser  se  produire  la  soudure 
spoutanee  dans  cette  attitude  de  demi-coi-rection — car  la 
soudure  pent  se  faire  dans  toutes  les  positions.  La  premiere 
necessite  qui  s'impose  est  done  de  redresser  et  de  maiutenir 
intact,  ce  redressement  avec  le  grand  appareil  platre  qui  est 
le  secret  et  la  condition  du  succes  je  I'ai  dit  et  je  tiens  a  le 
repeter. 

Au  renouvellement  du  premier  appareil  au  3e  ou  4e  mois  si 
la  maladie  est  eteinte,  ou  bien  plus  tard  si  la  maladie  est 
encore  en  evolution,  car  alors  rien  ne  presse,  assurez-vous 
que  la  soudure  est  suffisante  si  non  completez-la  par  cette 
petite  intervention  que  j'ai  decrite  plus  haut. 

Cette  regie  de  conduite  pourra  paraitre  etrange  au  premier 
abord,  mais  sougez  que  nous  ne  faisons  pas  autre  chose  pour 
les  deviations  du  genou  et  je  reviens  ainsi  a  la  comparaison 
que  m'est  chere. 

Vons  redressons  un  genou  par  des  manoeuvres  ortbope- 
diques  simples.  Si  la  maladie  est  eteinte  nous  permettrons 
bientot  au  malade  de  marcber  avec  une  genouillere  celle-ci 
ayant  pour  but  (comme  le  corset  que  nous  faisons  porter 
apres  le  redressement  de  la  gibbosite)  de  maintenir  la  cor- 
rection du  genou  en  attendant  que  se  complete  la  soudure 
spontanee.  Alais  si,  apres  avoir  attendu  un  certain  temps, 
nous  coustatons  que  cette  consolidation  spontanee  ne  se  fait 
pas,  nous  n'hesitous  pas  a  nous  en  aller  enlever  les  tissus 
mous  qui  interposes  entre  le  femur  et  le  tibia  empecbent  leur 
soudure  et  aviver  les  surfaces  articulaires. 

Ainsi  ferons-nous  au  rachis — nous  pourrons  meme  agir 
plus  hativemeut  qu'au  genou  pour  provoquer  cette  soudure 
parce  que  si  nous  sommes  toujours  un  pen  detournes  d'une 
intervention  sanglante  au  genou  par  la  crainte  de  tomber  sur 
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un  foyer  tiibcrculoux  lutuut,  iiu  racliis  au  oontraire  nous 
operons  pour  realiscr  cotto  souchiro  sur  des  tissus  parfaite- 
mcnt  sains.  Et  c'est  pour  s'assurer  nne  complete  securite 
((u'il  ne  faut  pas,  enipieter  sur  les  apopliyses  articu- 
laires  qui  pcuveut  etre  biou  que  tres  cxceptionnellement 
toucliees  par  la  tuberculosa — de  nierae  qu'il  vaut  micux  s'eu 
tenir  a  I'avisenieut  des  lames  d'un  seul  cote  parco  que 
cela  est  suffisant,  que  I'on  ne  fait  ainsi  qu'un  traumatisme 
insiguifiant  et  une  intervention  tres  courte,  et  ne  com- 
promettant  pas  la  vitaiite  des  parties  osseuses  du  racliis 
posterieur. 

Encore  un  mot  a  ce  sujet :  je  sonde  1  ou  2  vertebres  de 
plus  qu'il  n'est  uecessaire  pour  assurer  la  contention  du  racbis 
dans  rectitude. 

Si  de  par  I'etendro  de  la  courbe  je  puis  estimer  que  4 
corps  vertebraux  sont  pris,  par  exemple^  je  souderai  6  lames 
vertebrales. 

Le  nombre  des  vertebres  malades  est  selon  moi  dans  les 
grandes  gibbosites  un  pen  moindre  que  celui  des  vertebres 
faisant  pai-tie  de  la  courbe,  si  bien  qu'il  suffit,  je  crois  de 
comprendre  dans  la  soudure  toutes  celles  qui  sont  comprises 
dans  la  courbe. 

Vous  voyez  I'interet  qui  s'attache  a  ces  considerations  sur 
lesquelles  je  voudrais  pouvoir  m'etendre  davantage. 

Limite  par  le  temps  je  suis  oblige  de  m'en  tener  a  ces 
quelques  mots,  mais  laissez-moi  vous  dire  du  moins  que  ces 
considerations  ne  sont  pas  theoriques,  que  j'ai  pratique  dix 
fois  la  soudure  des  lames  vertebrales. 

Je  crois  en  avoir  dit  assez  pour  vous  montrer  que  nous 
saurons  maintenir  le  redressement  du  racliis  aussi  bien  que 
celui  du  genou,  et  bien  rnieux  certainement  que  celui  de  la 
handle  oil  cette  soudure  osseuse  praticable  au  genou  et  au 
racliis  est  a  pen  pres  impossible  a  produire.  Beaucoup 
d'entre  vous  se  demanderont  peut-etre  si  cette  soudure 
posterieure  que  la  nature  produit  souvent  et  que  nous  pouvons 
du  reste  realiser  a  notre  gre,  si  cette  soudure  posterieure 
suffira  a  maintenir  indefiniment  le  racliis  dans  sa  correction. 
Oui,  s'il  y  a  un  lieu  osseux  entre  toutes  les  lames  qui  repon- 
dent  aux  vertebres  malades. 

Ce  lien  osseux  n'a  pas  besoiu  d'etre  tres  epais  ni  tres  large. 
Ne  savons  nous  pas  depuis  Bonnet  de  Lyon  que  I'ablation  sur 
le  cadavre  d'un  individu  de  1  ou  2  corps  vertebraux  ne  suffit 
pas  a   amener   I'affaissement    du   racliis — qu'il   faut   encore 
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exercer  sur  la  tt-te  du  sujet  une  pesee  vigoureuse  pour  que 
cet  affaissemcnt  se  produise. 

Sur  le  vivant  il  est  vrai  cet  affaissement  ne  serait  pas  tres 
long  a  se  produirc  dans  ces  conditions  par  suite  de  la  pesee 
incessante  des  organes  thoraciques  et  abdominaux.  Mais  les 
points  osseux  jetes  par  la  nature  ou  par  nous  apres  le  redresse- 
ment  entre  les  lames  vertebrales  suffiront  a  lutter  centre  cette 
influence  car  on  pent  multiplier  ces  travees  osseuses  autant 
qu'on  le  veut. 

Si  je  ne  me  trompe^  j'ai  repondu  aux  objections  princi- 
pales  que  Ton  peut  faire  a  la  metliode  du  redrcssement  des 
gibbosites  pottiques,  c'etait  la  partie  principale  de  mon 
sujet. 

Je  ne  veux  pas  terminer  cependtint  sans  vous  dire  un 
mot  du  manuel  operatoire  que  j'emploie  et  sans  vous  donner 
un  specimen  de  mes  resultats. 

Le  manuel  operatoire  compreud  (1)  le  redrcssement  lui- 
meme,  et  (2)  la  construction  de  I'appareil  platre. 

Pour  le  redrcssement  I'on  peut  se  passer  du  cliloroforme 
et  de  toute  machine,  I'operation  ayant  une  duree  d'a  peine 
quelques  secondes  (vous  verrez  que  j'emploie  an  contraire  la 
machine  pour  la  correction  de  la  scoliose). 

Mais  au  lieu  de  decrire  les  details  de  I'operation  je  vais 
me  borner  a  faire  passer  sous  vos  yeux  ces  figures^  qui  en 
representent  les  divers  temps. 

Premier  temps  :  traction  d'une  valeur  de  60  a  80  kilog.  et 
resultat  donne  par  cette  traction  sur  une  gibbosite  vieille  de 
3|  ans.     Le  resultat  est  presque  complet. 

Second  temps  :  avec  une  pression  de  mes  ponces  que  j'evalue 
a  15  ou  20  kilog.  je  complete  la  correction. 

Cela  a  dure  8  ou  10  secondes. 

II  ne  reste  plus  qu'a  construire  I'appareil  platre.  De  sa 
construction  depend  le  plus  ou  moins  de  perfection  du  resultat. 

II  est  separe  de  la  peau  par  une  mince  couche  d'ouate 
en  arriere  et  une  couche  epaisse  en  avant.  II  embrasse  la 
totalite  du  tronc  y  compris  le  cou  et  la  base  de  la  tete  menton 
et  occiput  (le  front  et  les  cheveux  sent  libres  au  contraire). 
Le  voici  figure. 

Pour  construire  sa  portion  cervicale  je  me  sers  de  I'appareil 
a  suspension. 

II  faut  de  5  a  10  minutes  pour  le  construire.  L'operation 
a  done  une  duree  d'environ  10  minutes.  A  IMoscou  j'ai  pu 
faire  dans  le  grand  amphitheatre  de  I'Universite  devant  les 
membres  du  Congres  6  operations  en  Ij  h. 
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L'appareil  restera  en  place  de  3  li  5  mois  si  I'enfant  ne 
souffre  pas  et  ii'a  pas  de  fievre.  Dans  ce  dernier  cas  tres 
exceptionnel^  il  pent-etre  necossaire  de  I'enlever  mais  Ton 
se  borne  presque  toujours  a  pratiqner  une  fenetre  au  niveau 
de  la  g'ibbosite  pour  panser  rescharre  qui  a  du  so  foi'mer  la. 

Si  tout  se  passe  normalement,  on  rernplacera  l'appareil 
uno  ou  2  fois.  Quelle  sera  la  duree  du  traiteinent.  La  duree 
dift'ere  totalement  suivant  qu'il  s'agit  d'un  mal  de  Pott  en 
evolution  ou  d'une  g'ibbosite  vestige  d'un  mal  de  Pott  actuelle- 
nient  eteint, 

Dans  le  ler  cas  le  traitement  dure  ce  que  dure  revolution 
du  mal  de  Pott  six  mois,  1  an,  2  ans.  .  .   . 

Dans  le  2e  cas  la  correction  de  la  difformite  ne  durera 
que  4,  6,  8  mois, — exemple  le  cas  de  cette  jeune  fille  suedoise. 
Ainsi  en  est  il  pour  le  genou  ou  la  coxalgie  suivant  que  nous 
avons  a  faire  a  une  deviation  dans  le  cours  de  la  tumeui' 
blanclie  ou  a  une  deviation  laissee  par  une  osteo-artLrite 
actuellement  guerie. 

Pour  les  malades  cliez  qui  la  correction  ne  se  main- 
tiendrait  pas  integralement  sans  corset  je  suis  pret  a  faire  la 
soudure  dont  j'ai  parle.  Je  I'ai  memo  faite  preventivement 
et  je  ne  suis  pas  eloigne  de  la  proposer  en  effet  a  titre 
preventif.  D'autre  part  j'estime  qu'il  est  sage  de  faire 
porter  un  corset  pendant  une  ou  plusieurs  annees  a  ces 
malades. 
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VI. — Siir  le  Traitement  de  la  Gihhosite  du  Mai  de  Putt. 
Par  P.  Rkdard,  Cliiriirgien  en  Chef  du  Dispensaire 
Furtado-Heine.     liead  November  26,  1897. 

JE  suis  absolunient  partisan  do  la  reduction  rapide,  en  un 
seal  temps,  de  certaines  gibbosites  du  mal  de  Pott.  Ma 
pratique  de  cette  operation  depuis  pres  d'un  an,  comprenant 
quarante  (40)  reductions  de  gibbosites  pottiques,  me  donne 
la  conviction  que  cette  methode,  appliquee  avec  prudence  et 
dans  certaines  conditions,  est  pratique,  efficace,  exempte  de 
dangers. 

Toutes  les  gihhosites  jpottiques  ne  sont  iias  justiciahles  de  la 
reduction.  Les  gibbosites  seules,  facilement  ou  assez  facile- 
ment  reductibles  sous  I'influence  d'une  traction  moderee  aux 
deux  extremites  du  racliis  ou  d'une  legere  pression  directe 
sur  la  bosse,  peuvent  etre  corrigees  sans  dangers. 

La  correction  des  gibbosites  irreductibles,  ankylosees  ex- 
pose a  de  serieuses  complications.  Nous  ne  conseillons  pas 
I'operation  dans  ces  cas. 

Le  redressement  rapide  est  indique  pour  les  gibbosites 
reductibles  a  court  rayon,  a  croissance  rapide,  pour  celles 
compliquees  de  paraplegic  a  debut  brusque. 

L'age,  le  degre,  le  volume,  I'etendue  de  la  gibbosite  ne 
sout  pas  des  contre-indications.  L'irreductibilite  par  I'emploi 
d'une  force  et  d'une  traction  moderees  doit  seule,  a  notre  avis, 
etre  prise  en  consideration  pour  I'indication  des  cas  qui  ne  doi- 
vent  pas  etre  operes,  le  mauvais  etat  general,  la  generalisation 
tnberculeuse,  les  degenerescences  viscerales,  les  abces  froids 
volumineux  sent  des  contre-indications  a  I'operation. 

Notre  technique  ojJeyatoire  consiste  a  obtenir  la  reduc- 
tion sans  brusquerie  ni  violence.  Nous  sommes  absolument 
opposes  au  redressement  force,  brusque  et  violent.  Nous 
reduisons  depuis  longtemps  les  gibbosites  pottiques,  en  un 
seul  temps,  avec  notre  appareil  represente  dans  les  fig.  1,  2,  3. 

Get  appareil  reduit  la  gibbosite  par  des  tractions  pro- 
duisant  I'extension  du  rachis,  obtenues  par  des  vis  sans  fin 
agissant  sur  les  merabres  inferieurs  et  sur  la  tete,  suivant  la 
disposition  indiquee  dans  nos  figures. 

La  force  developpe  est  assez  puissante,  mais  graduelle, 
lente,  mesuree,  pouvant  etre  regulieremeut  soutenue  pendant 
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longtemps,  sans  secousses  ni  brusquerie.  La  rednction 
parfaite  de  la  gibbosite  est  presquc  toujours  obtenue  par  la 
seule  extension  du  racliis  au  moyen  de  notre  appareil  sans 
qu'il  soit  necessaire  d'exercer  des  pressions  directes  sur  la 
bosse. 

Noti'e  appareil  permet  de  supprimor  presque  complete- 
nient  les  aides,  d'appliquerfacilementetcorrectementl'appareil 
plcitre,  d'eviter  la  compression  nianuelle  prolongee  de  la 
gibbosite  pendant  la  dessiccation  du  platre. 

La  douleur  pendant  la  reduction  avec  notre  metliode  est 
ties  moderee,  aussi  le  cliloroforme  devient-il  inutile  pour  la 
reduction  des  gibbosites  de  volume  moyen. 

Apres  la  reduction,  nous  employons  un  appareil  platre 
comprenant  le  tronc  et  la  tete.  Nous  appliquons  nos  bandes 
platrees  directement  sur  la  peau,  recouverte  dans  quelques 
cas  d'un  maillot  on  d'uue  tres  petite  quantite  de  ouate.  Notre 
experience  nous  a  en  effet  demontre  que  la  trop  grande 
quantite  de  ouate  ajDpliquee  sur  le  tronc,  au  dessoiis  des 
bandes  platrees,  ne  donne  pas  une  bonne  contention  du  rachis, 
permet  la  reproduction  de  la  gibbosite  et  expose  surtout  a  des 
eschares,  I'angle  de  la  gibbosite,  mal  reduit,  venant  presser 
sur  I'appai'eil  platre. 

Si  Fappareil  platre  entourant  le  tronc  est  bien  applique, 
la  contention  du  racliis  est  exactement  obtenue,  et  la  partie 
cepbalique  de  I'appareil  pent  etre  supprimee,  notamment  pour 
les  gibbosites  lombaires  et  dorsales  inferieures. 

Dans  notre  statistique  comprenant  la  reduction  de  40  cas 
de  gibbosites,  de  volume  et  d'age  varies,  nous  ne  notons 
aucuno  complication  primitive  ou  secondaire. 

Nous  possedons  plusieurs  observations  de  gibbosites  pot- 
tiques  importantes  definitivement  redressees.  La  difformite 
dans  ces  cas  a  completement  disparu,  le  racliis  est  rigide  et 
consolide. 

L^immobilisation  prolongee  en  bonne  position,  sous  un 
appareil  platre,  apres  la  reduction  des  gibbosites  est  absolu- 
ment  favorable  a. la  guerison  du  mal  de  Pott. 

En  resume,  la  reduction  rapide  des  gibbosites  du  mal  de 
Pott  est  une  metliode  therapeutique  de  tres  grande  valeur, 
qui,  dans  un  grand  nombre  de  cas,  rendra  d'importants 
services. 
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VII. — Le  Traitement  ties  Gibhosites  pottiques :  reduc- 
tion, fit  fixation  operatoire  nprrjs  rfidnctlon.  Par 
A.  Chii'ault,  Chof  d(^  consultation  a  la  Salpetricre. 

Gommunicated  .Idnnnnj,  1898. 

JE  tiens,  tout  d'abord,  Messieurs,  a  vous  expriiner  mes 
regrets  tres  vifs  de  n'nvoir  pii  repondre  en  octobre 
dernier  a  la  bienveillante  invitation  de  la  Societe  Clinique 
de  Londres. 

A  ces  regrets,  dus  an  respect  que  j'ai  pour  ses  merabres 
eniinents,  s'en  joignent  d'autres,  d'ordre  purement  sci- 
entifique. 

En  effet,  renovateur  de  la  question  du  traitement  des 
gibbositeSj  je  considere  que  ce  traitement  doit,  au  point  de  vue 
du  mode  operatoire  et  des  indications  suivies,  rester  stricte- 
ment  dans  la  voie  que  j'ai  indiquee,  pour  ne  pas  echouer 
miserablement,  comme  I'ont  fait  jusqu'a  ce  jour  tant  de  tenta- 
tives  analogues. 

Sur  la  question  de  priorite,  qui  n'offre  qu'un  interet  tres 
relatif,  je  constaterai  simplement  que — 

1.  Cinq  travaux  publies  par  moi  avant  la  communication 
du  chirurgien  de  Berck,  contenaient,  avec  unenettete  parfaite, 
tons  les  elements  du  probletne,  relatifs  a  la  reduction  des 
gibbosites  et  a  leur  contention  apres  reduction. 

2.  La  fa9on  d'agir  du  chirurgien  de  Berck,  primitivement 
tres  differente  de  la  mienne,  s'en  est,  depuis,  extraordinaire- 
ment  rapprochee,  au  poiut  de  se  confondre  avec  elle  sur  les 
points  esseutiels. 

Je  ne  puis  qu'etre  lionore  de  cette  imitation,  par  le 
Dr.  Calot,  et  du  principe  que  j'avais  enonce,  et,  mais  insuffi- 
samment,  de  la  technique  que  je  suis  :  je  m'en  voudrais  de 
faire  ici  de  fastidieuses  comparaisons  de  textes  et  I'envoie  a 
mes  nombreux  travaux  sur  hx  question  {Medecine  moderne, 
9  mars  1895  ;  22  juillet  1896  ;  16  septembre  1896  ;  30 
decembre  1896 ;  Travaux  de  nevrologle  chirurgicale,  1896, 
p.  222;  1897,  p.  129;  1898,  p.  150,  et  seq. ;  Gazette  des 
hopitaux,  20  levrier  1897  ;  Congres  de  chirurgie,  octobre 
1895;  octobre  1896;  et  surtout  octobre  1897;  Academic  de 
Medecine  de  Paris,  19  Janvier  1897;  6  avril  1897;  17  aout 
1897;  rapport  de  M.  Mouod  a  cette  Academie). 


44  Dr.  A.  Chipault  stir 

Je  crois  plus  utile  d'insister  sur  la  Technique  et  les  Indi- 
cafinna  de  la  reduction  des  gibbosites  pottiques. 

I.  Technique. — La  technique  du  traitement  des  gibbosites 
comprend  deux  temps : 

1.  Le  temps  de  reduction,  qui  se  fait  d'ordinaire  sans 
aucim  effort,  et,  en  tout  cas,  avec  la  simple  assistance  de  deux 
aides  tirant  Tun  sur  la  tete,  I'autre  sur  les  pieds.  La  gibbo- 
site  doit,  non  se  rompre,  mais  se  derouler.  Pour  rendre  ce 
temps  plus  metliodique,  j'ai  fait  construire  une  table  a  reduc- 
tion mecanique  et  dynamometriquement  mesuree,  qui  n'est 
qu'un  perfectionnement  et  une  simplification  des  tables  ana- 
logues de  Jeannelj  Jonnesco,  Redard,  &c.  Je  me  suis  trouve 
mieux  encore  de  I'interessante  position  tete  en  has,  preconisee 
par  le  Dr.  Levassort. 

2.  Le  temps  de  contention,  doit  compendre  deux  etapes,  aussi 
essentielles  I'une  que  I'autre. 

(a)  Une  etape  operatoire,  executee  dans  la  meme  seance 
que  la  reduction,  et  consistant  dans  la  suture  osseuse  de  la 
joartie  "posterieure  des  vertehres,  que  j'ai  pratiquee  tout  d'abord 
a  I'aide  de  ligatures  des  apophyses  au  fil  d'argent,  et  que  je 
fais  maintenant  suivant  les  conseils  de  Gayet  et  de  Delcroix 
a  I'aide  de  simples  sutures  du  perioste  laminaire  :  les  unes  ou 
les  autres  non  seulement  facilitent  I'ankylose  des  arcs,  mais 
encore,  par  leur  presence  meme,  donnent  au  rachis  reduit 
une  solidite  exceptionnelle  :  il  est  des  operes  qu'elles  permet- 
traient  de  faire  tenir  dehout,  sans  aucun  soutien  exterieur,  des 
apres  Voperation. 

Je  n'ai  pas  besoin  de  dire  que  leur  asepsie  suffit  pour 
assurer  leur  tolerance  par  les  tissus  :  un  chirurgieu  propre  ne 
doit  pas  avoir  d'accident  de  ce  chef. 

Aussi,  ai-je,  dans  toutes  mes  communications  sur  le  sujet, 
energiquement  defendu  la  necessite  de  cette  fixation  verte- 
brale  operatoire  pour  maiutenir  la  reduction  des  gibbosites 
pottiques.  Elle  constitue  le  seal  element  interessant  et 
nouveau  des  tentatives  actuelles.  Toute  gihhosite  pottique  un 
tant  soit  pen  e'tendue  traitee  par  la  reduction  sans  fixation  a 
recidive  ou  recidivera. 

(h)  Une  immobilisation  prolongee  post-operatoire,  dans  le 
decubitus  horizontal,  est,  bien  entcudu  du  reste,  le  complement 
indispensable  de  cette  fixation  operatoire  :  un  mal  de  Pott 
reduit  n'est  pas  un  mal  de  Pott  gueri ;  je  dirai  meme  qu'il  est 
necessairement  plus  long  a  guerir  qu'un  mal  de  Pott  non 
reduit  et  seulement  immobilise.  Po7ir  assurer  la  guerison 
des  maux  de  Pott  reduits,  V immohilisation  par  le  corset  pldtre 
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est  hisuffisante ;  il  y  faut  joindre  le  decubitus  horizontal,  stir 
nu  lit  dar  ou  mieiix  encore,  sur  une  planche  speciale,  telle  que 
ma  planche  a  tuteurs  lateraux,  ou  toute  autre  pdanche  ana- 
logue. 

II.  Indications. — Dans  ses  conununications  surtout  clans 
les  premieres,  le  Dr.  Calot,  <^eueralisaut  boancoup  trop, 
affirme  que  toute  gibbosite  pottique  peut  et  doit  otre  reduite. 
Je  crois,  au  coutraire,  qu'unc  rigoureuse  selection  est  indis- 
pensable. 

Je  consldcre  comme  seules  susceptiblcs  d'etre  traitees  par  la 
reduction  les  giJtho.sitcs  non  anl:ijlosees,c'est  a,  dire  les  gihhosites 
qni,  sous  chlorofonnc,  se  dcroulent  sous  Vhijiuence  de  tractions 
Ires  legeres,  et  de  pressions  plus  legeres  encore.  Sont-elles 
petites  ou  moyennes,  elles  seront  reduites  en  un  temps  ;  sont- 
elles  volumiueuses,  elles  seront  reduites  par  etapes,  en  plusieurs 
temps  distauts  I'un  de  1' autre  de  quelques  mois  :  dans  ces 
derniers  cas,  c'est  bien  entendu  seulement  apres  avoir  obtenu 
la  reduction  complete  que  I'on  pratiquera  la  fixation  apopliy- 
saire. 

J'ajouto  que  les  gibbosites  lombaires  ou  dorso-lombaires 
se  preteront  a  des  tentatives  plus  audacieuses  que  les  gibbosites 
cervicales. 

Quant  aux  gibhosite's  anhylosecs,  qu' II  faudrait  fractnrer pour 
les  reduire,  je  les  considere  comme  ctant,  qrielque  soit  leur  niveau, 
non  justiciables  de  tentatives  de  cette  nature  :  je  leur  applique, 
soit  dit  en  passant,  un  traitement  moins  ambitieux,  et  dont  je 
n'ai  en  jusquTi  present  qu'a  me  louer;  ce  traitement  consiste 
dans  leur  fixation  operatoire  simple,  sans  reduction.  Les  liga- 
tures ou  les  griffes  metalliques  out  alors  pour  but  de  s'opposer 
a  I'accroissement  lent  de  la  gibbosite  ankylosee  (au  niveau 
de  laquelle  persiste  une  osteite  rarefiante  d'une  extraordinaire 
fragilite)  et  aux  deformations  secondaires  soit  du  thorax  et 
du  bassin,  soit  des  visceres :  coeur,  poumons,  estomac.  Ce 
but,  elles  le  remplissent  parfaitement,  lorsqu'elles  sont  bien 
appliquees,  et  avec  une  superiorite  incontestable,  relativement 
aux  appareils  orthopediques  si  complexes  et  si  lourds  em- 
ployes d'ordinaire  dans  ces  cas  difiiciles. 

Je  me  resume ;  a  la  formule  proposee  par  le  Dr.  Calot  : 
reduire  par  la  force,  en  un  temps,  toutes  les  gibbosites 
pottiques  et  les  maintenir  a  I'aide  du  seul  corset  platre, 
j'oppose  la  formule  suivante,  enoncee  par  moi  avant  la  sienne, 
adoptee  tacitemeut  par  la  plupart  des  cliirurgiens,  et  qui,  j'en 
ai  la  conviction  absolue,  le  sera  bientot  ouvertement  et  par 
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tous  :  rcdulre  )<aus  c^jjort,  en  an  on  phisleurs  temps,  les  seules 
gihbosites  pottiques  non  anhylosees ;  les  maintenir  rednites  a, 
I'aide  de  la  fxation  apophysaire  operatoire  et  du  decubitus 
horizontal  prolonge  :  formule  d'une  generalisation  moins 
brillante,  d'une  application  operatoire  moins  elegante,  raais 
d'une  securite  therapeutique  tres  superieure,  aiusi  que  le 
demontreut  deja,  ot  que  le  demoutreront  de  plus  en  plus  les 
recidives  qui  suivent  communement  I'applieation  de  la  formule 
qu'on  a  voulu  lui  substituer. 

Telles  sont  les  quelques  considerations  que  j'ai  cru  devoir 
vous  presenter  :  je  tiens  a  ajouter  qu'elles  sont  applicables,  non 
seulement  aux  gihbosites  pottiques,  mais  encore  a^ix  gibbosites 
rachitiques,  et  a  toute  la  serie  des  scolioses  oil,  du  reste,  une. 
grande  force  reductrice  et  des  moyens  de  contention  difft'rents 
sont  necessaires. 

La  SocieteClinique  de  Loudres  me  permettra,  en  terminant, 
de  la  remercier  de  sa  tres  bienveillante  invitatioUj  et  de  saisir 
cette  occasion  pour  rendre  un  sincere  hommage  a  la  Chirurgie 
anglaise,  a  la  quelle  doivent  tant  les  interventions  sur  le 
systeme  nerveux,  aux  quelles  je  suis  particulierement  adonne. 
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VIII. — A  case  of  Acute  lide6ii>uil  Obsifuction^  relieved 
hjj  operation :  death  from  intestinal  toxsemia  on 
the  ninth  day  after  operation.  By  X.  Peakge 
Gould,  M.S.     Bead  December  10,  1897. 

THE  following  case  is  brought  before  this  Society  as  a 
contribution  to  our  knowledge  of  a  subject  which  has 
not  yet  attracted  very  much  attention  in  this  country.  The 
mechanical  effects  of  intestinal  obstruction  have  all  along 
been  recognised^  and  we  are  familiar  with  some  of  the  func- 
tional disturbances  of  the  bowel  that  ensue — the  exaggerated 
peristalsis  and  hypersemia  of  the  bowel  above  the  obstruction, 
and  the  anaemia  and  quiescence  of  the  bowel  below.  The 
abdominal  shock  or  collapse  produced  by  a  sudden  tight 
strangulation  of  bowel  is  generally  regarded  as  the  result  of 
injury  to  the  nerves  of  the  part,  leading  to  vaso-motor 
paralysis.  That  there  is  another  factor  at  work  in  many 
cases  of  acute  intestinal  obstruction — a  poison  in  the  blood 
absorbed  from  the  distended  bowel — is  very  probable,  if  not 
certain.  The  case  I  have  to  record  is  interesting  chiefly 
because  of  very  marked  symptoms  of  toxaemia,  which  per- 
sisted long  after  the  obstruction  had  been  relieved,  and 
ultimately  proved  fatal. 

The  patient,  Mr.  G.,  a3t.  43,  was  first  seen  by  me  in  con- 
sultation with  Mr.  Rowntree  on  March  14,  1896.  I  was  told 
that  he  had  been  hitherto  a  healthy  man,  free  from  all 
gastric  and  intestinal  troubles,  and  that  he  had  never  had  a 
hernia. 

Four  days  before,  while  lifting  some  heavy  crates,  he  felt 
that  he  strained  his  belly,  and  he  was  soon  afterwards  seized 
with  pain.  Mr.  Rowntree  saw  him  next  day,  March  11,  and 
administered  an  enema,  which  brought  away  a  formed 
motion.  His  bowels  had  been  acting  regularly  up  to  the 
time  of  the  strain.  He  gave  hira  opium  for  the  relief  of  pain, 
and  ordered  him  to  take  only  liquid  diet.  On  the  third  day 
of  his  illness,  as  no  improvement  had  taken  place  and  no 
motion  had  passed,  he  added  calomel  to  the  opium  and  gave 
him  three  enemata,  which  returned  without  any  fiecal 
matter;  that  afternoon  he  vomited  for  the  first  time.  He 
slept  well  through  the  following  night,  and  when  I  saw  him 
about  12  noon  next  day  (March  14)  he  was  lying  in  bed  quiet, 
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and  said  lie  was  fairly  comfortable.  His  temperature  was 
below  the  normal;  pulse  100,  regular,  soft;  liis  tongue  was 
moist,  but  a  little  furred.  The  belly  was  moderately  dis- 
tended, especially  in  the  centre ;  there  was  no  tumour,  no 
special  resistance  to  be  felt  anywhere,  no  dulness,  no  visible 
peristalsis.  I  found  the  rectum  empty,  and  no  growth  or 
tumour  was  to  be  felt  there.  An  enema  had  just  been  given, 
which  had  brought  away  some  broken-up  light-coloured 
motion ;  no  blood  or  mucus  had  been  passed  from  the 
bowel. 

It  was  agreed  to  give  the  patient  a  large  enema  very 
slowly  at  6  p.m.,  and  to  await  the  result  of  that  before 
deciding  on  any  further  step. 

At  7.30  P.M.,  when  I  next  saw  him,  he  Avas  decidedly 
worse ;  he  had  vomited  a  considerable  quantity  of  stercora- 
ceous  matter;  his  pulse  was  now  120,  and  the  enema  had 
returned  without  bringing  with  it  any  ftecal  matter. 

We  accordingly  decided  to  operate,  and  he  was  at  once 
moved  into  a  surgical  home,  and  that  evening  Mr.  Bailey 
gave  him  the  ana3sthetic — ether, — and  with  the  help  of  Mr. 
Murray  and  Mr.  Rowntree  I  opened  his  abdomen  below  the 
umbilicus.  Some  blood-stained  serum  at  once  escaped,  and 
distended  coils  of  small  intestine  presented.  The  whole  colon 
was  empty,  and  collapsed  coils  of  small  intestine  were  found 
lying  in  the  pelvis  low  down  on  the  right  side.  I  followed 
this  collapsed  coil  along,  and  soon  came  to  a  distended  coil 
fixed  by  a  slight  adhesion  to  the  pelvis  and  apparently 
twisted  on  itself.  On  lifting  this  up  the  adhesion  at  once 
yielded,  and  its  contents  passed  on  into  the  collapsed  ileum 
and  cEBCum.  I  then  closed  the  wound  and  dressed  it  with  the 
double  cyanide  gauze. 

He  was  a  little  sick  for  two  hours  after  the  operation,  but 
was  quiet  and  comfortable  all  through  the  succeeding  day, 
but  neither  motion  nor  flatus  was  passed.  The  urine  that 
wa'^  drawn  off  became  quite  black  on  the  addition  of  nitric 
acid. 

At  10  P.M.  on  March  15  he  vomited  some  yellow  intestinal 
fluid.  When  I  saw  him  an  hour  later  I  gave  him  a  glycerine 
enema,  and  this  brought  away  some  fluid  and  a  little  solid 
fasces.  His  temperature  taken  in  the  mouth  had  been 
between  96°  and  07°  throughout  the  day,  and  his  pulse  was 
96  in  the  morning  and  104  in  the  evening;  respirations 
were  28. 

When  I  saw  him  at  11  o'clock  next  nioruiug  (March  16) 
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lie  told  me  lie  was  "better  ;  "  his  colour  was  good,  his  skin 
warmer,  tongue  clean  and  moist.  Pulse  112,  and  tlie  urine 
contained  less  indican.  But  the  nurse  showed  me  a  quantity 
of  yellow  stercoraceous  fluid  that  he  had  recently  vomited, 
so  I  washed  out  his  stomach  wiLh  warm  water,  and  this  gave 
him  great  relief,  and  he  went  off  to  sleep  for  five  or  six 
hours.  At  10  P.M.  he  vomited  a  little  yellow  fluid  again  ;  his 
belly  was  less  full,  quite  soft  and  flaccid,  and  nowhere  tender ; 
pulse  100;  less  indican.  Nothing  had  been  passed  by  the 
bowel.  Mouth  temperature  for  twenty-four  hours  had  hardly 
varied  from  97°.  1  again  washed  out  the  stomach,  and  this 
time  removed  a  large  quantity  of  foul-smelling  fluid,  to  the 
great  relief  of  the  patient. 

Next  morning  (March  17)  I  found  that  he  had  passed 
flatus  freely  several  times;  his  pulse  was  9G  ;  tongue  moist; 
no  vomiting  nor  nausea;  temp.  96"4°.  I  ordered  him  a  little 
milk  and  water  and  beef  tea  by  mouth.  He  had  a  quiet 
comfortable  day,  passed  wind  freely,  but  no  motion.  In  the 
evening  he  vomited  once,  just  a  small  quantity  of  yellowish 
fluid,  so  I  washed  out  the  stomach  for  the  third  time,  and 
removed  quite  a  quart  of  very  foul-smelling  yellow-brown 
fluid.  I  then  gave  a  glycerine  enema,  and  it  returned  with 
a  long  solid  motion  the  size  of  one's  thumb.  The  pulse 
throughout  this  day  varied  from  9G  to  100;  his  temperature 
remained  below  97°.  The  total  quantity  of  urine  drawn  off  by 
catheter  for  the  last  twenty-four  hours  was  8  ounces,  and  it 
gave  a  very  dark  reaction  with  nitric  acid.  I  ordered  milk 
and  water,  beef  tea,  and  a  little  brandy  to  be  given  by  the 
mouth,  and  two  enemata  of  beef  tea  during  the  night.  I 
also  gave  him  ^ij  of  effervescing  sulphate  of  soda  in  6  ounces 
of  water  in  divided  doses  through  the  night.  For  the  first 
time  he  passed  a  very  restless  night,  but  was  not  sick. 

In  the  morning  (March  18)  I  found  him  with  a  pulse  of 
96  ;  temperature  in  the  mouth  96*2°.  He  had  passed  another 
small  solid  motion  ;  the  catheter  was  passed,  and  1  ounce  of 
urine  drawn  off.  The  belly  was  quite  flaccid,  and  the  wound 
appeared  to  be  healing.  I  ordered  him  an  enema  of  half 
a  pint  of  warm  water,  to  be  retained.  He  passed  six  liquid 
faecal  motions  through  the  day;  his  pulse  at  10  p.m.  was  84, 
and  his  temp.  96"4°.  I  drew  off  5  ounces  of  urine,  making 
a  total  of  only  6  ounces  for  the  twenty-four  hours.  The 
last  specimen  contained  only  a  trace  of  indican.  He  was 
now  very  drowsy,  although  quite  easily  roused.  He  was 
covered  all  over,  but  especially  on  his  back,  with  a  dull  red 
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minute  rash,  mostly  erythematous,  but  in  places  petechial. 
The  brandy  was  now  discontinued.     He  had  taken  in  all  ^xj. 

At  my  morning-  visit  on  March  19  I  found  that  he  had 
had  a  quiet  restful  night,  but  with  no  long  continuous  sleep. 
He  had  taken  his  food  fully  and  well.  As  he  had  passed 
three  more  very  loose  stools  the  nurse  had  given  him 
(as  ordered)  Vlx  of  laudanutn,  and  since  that  nothing  had 
passed.  The  rash  was  more  urticarial  in  nature,  and  itched 
severely  on  the  arms.  I  drew  off  10  ounces  of  urine,  which 
gave  the  indican  reaction,  but  less  intensely  than  two  days 
before.     His  pulse  was  85;  temperature  in  the  axilla  96"4°. 

At  6  P.M.  I  saw  him  again,  and  found  him  lying  with  his 
eyes  closed,  breathing  heavily  but  regulai-ly ;  he  roused  at 
once  when  spoken  to,  and  answered  quite  rationally.  His 
pulse  was  80,  small,  regular,  easily  compressible.  The  mer- 
cury in  a  thermometer,  placed  in  his  mouth  or  rectum,  did 
not  rise  so  high  as  95*^,  the  lowest  point  on  the  graduated 
stem,  but  in  the  axilla  it  rose  to  96*2°.  His  tongue  was  clean 
and  moist  except  just  at  the  tip  (he  lay  with  his  mouth 
open),  he  had  taken  food  well  all  day.  I  drew  off  13  ounces 
of  urine  from  his  bladder.  The  rash  was  fading.  I  dressed 
the  wound  and  saw  some  moisture  between  the  edges  of  the 
wound  at  the  upper  part,  and  therefore  cut  the  stitches  at 
this  part ;  the  edges  then  separated  for  about  an  inch  and  a 
half  in  length,  and  a  little  thin,  dark,  turbid  fluid  escaped  : 
the  lower  part  of  the  wound  was  firmly  healed.  From  this 
time  the  wound  was  dressed  with  carbolic  fomentations. 

At  10  P.M.  Dr.  Coupland  saw  him  with  me.  He  was  then 
distinctly  worse ;  he  lay  apparently  quite  unconscious,  with 
his  jaw  dropped,  breathing  deeply  and  loudly,  28  times  in 
the  minute;  it  was  difficult  to  rouse  him.  His  hands  and 
arms  were  cold  and  clammy ;  his  temperature  in  the  axilla 
was  95'6°,  in  the  rectum  it  was  below  95°;  his  pulse  was  88, 
and  scarcely  perceptible  at  the  wrist.  He  had  passed  three 
loose  motions  during  the  day.  We  decided  to  give  him  a 
saline  intra-venous  injection,  and  I  introduced  85  oz.  of  hot 
water,  containing  5J  of  chloride  of  sodium  in  the  pint,  into 
the  left  median  cephalic  vein.  At  first  his  pulse  rate  rose  to 
96,  then  fell  to  84,  and  at  the  same  time  became  fullei-  and 
strongei',  and  finally  a  little  remittent  in  character.  Simul- 
taneously his  breathing  became  noiseless,  less  deep,  but 
remained  frequent  (30) ;  his  hands  and  arms  became  wai-m 
and  dry  ;  he  opened  his  eyes,  and  talked  and  noticed  anything 
that   was  going   on,   so  that   the    immediate   change  in  his 
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mental  and  physical  condition  was  most  marked.  Very  soon 
after  the  transfusion  he  passed  two  loose  motions. 

He  remained  warm  and  quite  conscious  all  night  until 
about  7.30  a.m.,  when  he  again  became  very  drowsy.  He 
passed  eleven  more  very  loose  motions  before  I  saw  him 
at  9  A.M.  (March  20).  I  drew  off  13  oz.  of  urine,  which  gave 
a  very  dark  reaction  with  nitric  acid.  The  urine  of  the 
night  before,  to  which  nitric  acid  had  been  added,  was  now  a 
purple-black  colour.  His  breathing  was  lieavy,  pulse  88, 
very  small  and  soft.  In  fact,  he  was  in  practically  the  same 
state  as  on  the  previous  evening,  except  that  his  temperature, 
which  at  2  a.m.  had  risen  to  100'2°,  was  now  98°. 

At  10  A.M.  I  injected  90  oz.  of  saline  solution  into  his 
left  cephalic  vein.  As  before,  the  pulse  became  fuller  and 
stronger,  and  rose  to  90  ;  his  mind  became  quite  clear,  his 
respirations  easy  and  quiet,  and  his  hands  and  nose,  which 
before  were  white  and  cold,  became  coloured  and  warm. 

His  pulse  kept  up  well  in  volume  and  force  all  through 
the  day,  and  he  remained  quite  conscious.  When  I  saw  him 
at  night  he  was  warm,  a  little  drowsy ;  he  had  passed  water 
several  times  during  the  day — 33  oz.  in  all, — and  had 
passed  eight  loose  motions  since  9  a.m.,  but  the  frequency 
and  amount  of  these  evacuations  were  lessening.  With  nitric 
acid  his  urine  gave  a  markedly  purple  reaction,  not  the  deep 
black  colour  previously  seen.  His  temperature  was  97°, 
pulse  84.  He  passed  a  restless  night,  but  slept  between 
5  and  7  A.M. ;  only  four  motions  were  passed  in  twelve  hours, 
and  39  oz.  of  urine.  At  9  a.m.  on  March  211  found  him 
warm,  temperature  normal,  pulse  96,  regular  and  of  good 
tone,  the  skin  of  the  trunk  and  limbs  was  covered  with  an 
erythematous  rash.  He  had  been  "  wandering  "  in  the  night, 
and  now  was  very  drowsy,  and  it  was  difficult  to  get  him  to 
answer  questions.  The  urine  became  of  a  deep  purple  colour 
on  the  addition  of  nitric  acid. 

At  10  p.m.  he  was  evidently  worse;  pulse  100,  smaller 
and  softer,  unconsciousness  deeper ;  the  rash  had  nearly  faded. 
He  had  passed  two  motions  in  the  last  twelve  hours ;  these 
were  quite  loose,  of  a  dull  sage-green  colour,  and  of  a  peculiar 
odour.  The  urine  was  abundant — 31  oz.  in  twelve  hours, — 
passed  naturally ;  it  contained  a  trace  of  albumen,  and 
became  very  dark  on  the  addition  of  HNO^.  At  6  o'clock 
gr.  XX  of  salol  had  been  given  to  him ;  this  was  repeated 
next  morning.  He  passed  a  very  restless  night,  and  did  not 
speak  after  6.30  a.m.     He  passed  one  loose  motion  and  10.^ 
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PLATE   I, 

Illustrating  Mr.  Pearce  Gould's  case  of  Toxaemia  subsequent  to  Acute 
Intestinal  Obstruction. 

Experiments  on  the  Urine. 
Urine  treated  with  nitric  and  hydrochloric  acids. 

A.  Extract  with  chloroform,  dissolving  indigo  blue  and  indigo  red. 

B.  Upper  part  of  A  extracted  with  ether. 

C.  A  treated   with   impure  nitric  acid  in  which  indigo   blue   is   converted  by 
reduction  into  indigo  red,  and  the  brown  pigment  is  decolourised. 
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oz.  of  urine,  vvhicli  was  turbid  and  contained  a  little  albumen. 
At  lU  A.M.  on  March  22  his  {)ulse  was  120,  soft;  the  rash  had 
all  disappeared,  the  temperature  was  100"4°.  The  abdominal 
wound  was  ^granulating,  the  wounds  in  the  arm  were  healed. 
I  injected  71  pints  of  saline  fluid  into  his  vein,  but  with  only 
very  little  effect  on  his  condition ;  he  did  not  regain  con- 
sciousness, nor  was  his  pulse  rate  lowered,  and  his  capillary 
circulation  remained  quite  inactive ;  his  temperature  rose  to 
103'8°,  and  he  died  at  2.40  p.m.  on  this  the  eighth  day  after 
the  operation.  I  regret  to  say  there  was  no  post-mortem 
examination. 

I  sent  two  specimens  of  Mr.  G.'s  urine  to  my  friend  and 
colleague  Dr.  Young,  and  ho  has  been  good  enough  to 
furnish  me  with  the  following  report. 

Report  of  Examination  of  Urine. 

Specimen  1.  March  20, — Colour  yellowish  brown,  no  de- 
posit. Acid,  sp.gr.  1018;  no  albumen,  no  blood.  Gives  no 
reduction  with  Fehling's  test.  Gives  no  bands  when  exa- 
mined spectroscopically. 

Experiment  1. — With  HCl  it  gives  a  slight  indican  re- 
action. 

Experiment  2. — With  HCl  and  HNO^  a  very  dark  indican 
reaction.  The  indican  was  then  extracted  with  chloroform, 
and  the  fluid  that  was  left,  after  the  chloroform  extract  of 
the  indigo  pigments  was  pipetted  off,  is  of  a  dirty  brownish- 
black  colour. 

Experiment  3. — HNO3  alone  added  to  a  fresh  specimen 
gives  a  violet  ring,  and  above  this  the  urine  goes  almost 
black  in  colour. 

Experiment  4. — Ferric  chloride  gives  no  coloration. 
This  shows  that  the  black  pigment  is  not  melanin.  All  the 
pigments  (i.  e.  the  indigo  pigments  and  the  brown-black 
substance)  are  readily  reduced  and  rendered  colourless  by 
reducing  agents,  such  as  nitrous  acid,  and  by  ammonium 
sulphide. 

Experiment  5. — A  specimen  of  the  urine  was  boiled  with 
an  equal  volnme  of  HCl  and  a  few  drops  of  HNO3  (McMunn's 
method)  ;  it  became  almost  black.  It  was  cooled,  and  then 
agitated  with  chloroform,  and  allowed  to  stand  twenty-four 
hours.  The  chloroform  was  removed  with  a  pipette  ;  it  was 
coloured  deep  violet  by  the  indigo  pigments.  The  watery 
residue  left  is  brownish  black  in  colour;    this  was  further 
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agitated  with  ether,  which  did  not  extract  the  pigment. 
Alcohol  also  failed  to  extract  or  precipitate  the  pigment. 

SiJecimen  2.  March  21. — Colour,  if  anything,  a  little  less 
brown  than  before.  Tested  with  HNO3  it  gives  a  well- 
marked  violet  ring,  the  urine  al)ove  the  acid,  and  this  ring  are 
to-day  only  brownish  in  colour,  whereas  in  the  other  speci- 
men it  was  almost  black. 

Experiment  5  was  repeated.  The  chloroform  extracted 
the  indigo  red  and  indigo  blue,  the  former  being  present  in 
greater  quantity  than  the  latter.  The  residue  is  again 
brownish  in  colour,  but  not  so  dark  as  before.  The  brown 
pigment  is  decolourised  by  nitrous  acid  and  ammonium  sul- 
phide. 

This  very  careful  and  interesting  report  from  Dr.  Young 
makes  it  clear  that  in  addition  to  a  great  excess  of  indican, 
this  urine  contained  another  chromogen,  which  on  oxidation 
yielded  a  dark  brown  substance,  and  that  this  was  not 
melanin. 

The  occurrence  of  the  volvulus  under  the  influence  of 
strain,  and  its  relief  by  operation,  call  for  no  comment.  I 
record  the  case  because  of  the  occurrence  of  toxic  symptoms 
after  the  relief  of  the  obstruction,  and  which  I  believe  Avere 
due  to  absorption  of  a  poisonous  substance  from  the  ali- 
mentary canal.  The  patient  did  not  progress  well  from  the 
first,  although  there  was  no  evidence  of  peritonitis  or  of 
failure  in  the  relief  of  the  obstruction.  At  first  I  put  this 
down  to  the  regurgitation  of  intestinal  matter  into  the 
stomach,  but  when  this  had  quite  passed  away  the  grave 
symptoms  became  more  marked.  The  gradual  and  slow 
onset  of  the  symptoms  is  an  important  fact,  for  it  points  to  a 
slow  accumulation  in  the  blood  of  some  chemical  toxic  agent 
which  only  exerted  its  baneful  effect  when  in  a  certain 
degree  of  concentration.  AVhen  these  symptoms  were  most 
pronounced,  the  injection  of  some  pints  of  saline  fluid  into 
his  blood  produced  on  two  occasions  immediate  and  most 
marked  improvement,  quickly  followed  by  gradual  relapse  as 
the  watery  fluid  was  excreted  by  the  kidneys  and  the  bowels. 
This  fact  shows,  I  submit,  that  the  poison  at  work  was  a 
chemical  one,  which  only  acted  when  in  a  certain  degree  of 
concentration,  and  which  was  not  excreted  by  either  kidneys 
or  intestine. 

The  symptoms  may  be  thus  summarised  : — Mental  apathy 
which    deepened   into   stupor,    and   finally    complete    coma. 
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Along  witli  til  is  the  temperature  was  persistently  subnormal, 
and  lower  in  the  rectum  than  in  the  axilla,  the  pulse  was 
slightly  quickened,  and  the  respirations  were  quick,  deep,  and 
noisy.  An  erythema  covered  the  skin.  Such  symptoms 
point  to  the  influence  of  a  poison  in  the  blood  acting  upon 
the  central  and  vasomotor  nervous  centres.  Along  with 
these  symptoms,  however,  we  had  the  frecjueDt  passage  of 
very  loose  stools  of  a  peculiar  colour  and  odour,  and  the  pre- 
sence in  the  urine  of  a  great  excess  of  indican  as  well  as 
another  chromogen,  to  which  I  am  unable  to  give  a  name. 
Excess  of  indican  in  the  urine  is  met  with  in  cases  of  intes- 
tinal obstruction,  in  cases  of  increased  intestinal  fermenta- 
tion, and  in  certain  cases  of  putrid  discharge,  such  as  gan- 
grene of  the  lung  and  foetid  empyema.  The  first  and  third  of 
these  conditions  were  certainly  absent  in  my  patient  at  the 
time  when  this  indicanuria  was  most  marked.  We  may, 
therefore,  take  it  to  be  an  evidence  of  increased  intestinal 
fermentation,  and  the  diarrhoea  was  due  to  this  same  con- 
dition. 

It  is  undoubtedly  only  an  assumption,  but  I  think  a  justi- 
fiable one,  that  the  toxic  symptoms  Mr.  CI.  died  from  were 
caused  by  some  substance  absorbed  from  his  intestine,  and 
resulting  from  the  abnormal  fermentation  or  decomposition 
that  was  taking  place.  I  am  not  prepared  to  say  that  this 
toxic  substance  was  either  of  the  chromogens  found  in  his 
urine. 

In  conclusion  I  Avould  like  to  draw  attention  to  the  per- 
sistence of  intestinal  regurgitation  for  so  long  a  time  as 
seventy-two  hours  after  the  relief  of  the  obstruction,  for 
forty-eight  hours  after  the  first  passage  of  a  motion,  for 
twenty  hours  after  the  free  passage  of  flatus,  and  at  a  time 
when  a  long  solid  motion  was  lying  in  his  lower  bowel.  At 
the  time  of  the  operation  we  saw  the  fluid  in  the  distended 
bowel  pass  rapidly  on  through  the  collapsed  ileum  and  into 
the  caecum,  and  it  did  not  appear  that  the  distended  bowel 
was  weakened,  still  less  paralysed.  I  have  not  before  met 
with  a  case  in  which  intestinal  matter  continued  to  pass  back 
into  the  stomach  for  anything  approaching  three  days  after 
the  relief  of  obstruction,  and  I  would  ask  for  the  experience 
of  others  on  this  point. 
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IX. — A  Cane  of  JRadical  Cure  of  Ingiiuial  Hernia  : 
injury  to  the  bladder :  forwation  of  phosphatlc 
calculi :  lithotriti/ :  recovery.  By  C.  B.  Lockwood, 
F.R.C.S.     Bead  December  10,  1897. 

LAST  session  tlie  question  of  injury  to  the  bladder  during 
the  operation  of  radical  cure  of  hernia  was  discussed  by 
the  Clinical  Society.  The  various  speakers  seemed  to  think 
that  that  accident  was  of  small  importance,  and  did  not  lead 
to  any  untoward  results.  However,  the  following  case  shows 
that  such  opinions  are  not  founded  on  fact,  and  suggests 
that  the  accident  is  one  which  calls  for  special  precautions. 

In  November,  1895,  a  labourer,  £et.  23,  came  under 
my  care  in  St.  Bartholomew's  Hospital  for  the  radical  cure 
of  an  incomplete  inguinal  hernia  of  the  left  side.  Four 
months  before,  Mr.  Johnson  Smith  had  operated  upon  the 
right  side  at  the  Seamen's  Hospital,  Greenwich.  This  had 
given  a  good  result,  but  he  wished  to  enter  the  army,  and 
therefore  I  did  the  usual  open  operation  on  the  incomplete 
hernia  of  the  left  side.  During  his  convalescence  the  patient 
began  to  complain  of  pain  in  the  bladder  and  increased  fre- 
quency of  micturition.  Moreover  he  had  a  little  pus  in  the 
urine.  He  said  that  Mr.  Johnson  Smith  had  told  him  that 
the  bladder  had  been  opened  at  the  first  operation,  and 
therefore,  as  his  symptoms  continued,  I  wrote  to  Mr.  Johnson 
Smith.  He  very  kindly  replied  that  in  performing  radical 
cure  in  the  right  side,  "  in  dissecting  through  an  unusually 
large  mass  of  fat  at  the  neck  of  the  sac  I  opened  the  bladder, 
or  rather  a  finger-like  extension  of  that  organ.  I  could  just 
pass  my  little  finger  into  the  opening,  which  was  closed  with 
sutures." 

My  suspicions  having  been  aroused  by  the  pus  in  the 
urine,  and  by  the  pain  and  increased  frequency  of  micturi- 
tion, on  November  2,  1896,  I  made  a  cystoscopic  examina- 
tion, and  at  once  saw  two  small  round  phosphatic  calculi 
lying  upon  the  trigone  of  the  bladder ;  the  largest  was  about 
•^  inch  in  diameter,  the  other  a  little  smaller.  I  could  not  see 
any  scar  at  the  right  side  of  the  fundus  of  the  bladder  where 
the  accidental  opening  had  been  made.  A  few  days  after  I 
performed  lithotrity  and  washed  out  the  stones.  The  debris 
was  examined  for  the  remains  of  the  sutures,  but  none  were 
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found.  The  patient  made  a  rapid  recovery,  and  all  his  sym- 
ptoms were  quite  relieved. 

This  case  calls  for  very  little  comment.  Most  surf^eons 
are  acquainted  with  cases  in  which  phosphatic  calculi  had 
formed  upon  sutures  which  had  been  applied  to  the  bladder 
under  other  circumstances;  but,  although  I  have  watched 
the  literature  carefully  for  some  years,  this  is  the  only  case  of 
the  kind  which  has  followed  the  operation  of  radical  cure  of 
hernia.  Hitherto  I  have  been  accustomed  to  suture  wounds 
in  the  bladder  with  thin  sterilised  silk.  Catgut  has  hitherto 
been  avoided  because  it  was  so  hard  to  obtain  any  which  was 
aseptic,  and  also  because  it  was  thought  tliat  it  would 
become  absorbed  before  the  wound  was  propei'ly  united. 
However,  the  first  difficulty  has  been  overcome,"^  and  I  am 
inclined  to  think  that  the  latter  one  is  more  fanciful  than 
real. 

At  all  events,  the  last  bladder  which  needed  suturing 
after  the  removal  of  a  3-ounce  oxalate  of  lime  cnlculus  was 
done  with  sterilised  catgut,  and  so  far  as  we  could  tell  all 
the  union  held.  It  was  not,  however,  put  to  a  very  sevei'e  test, 
because  a  small  drain  was  inserted  above  the  pubes  and  a 
catheter  left  in  the  urethra.  But  even  catgut  sutures  are  to 
be  passed  with  due  precautions,  and  by  the  well-known 
method  of  Lembert. 

*  I  have  always  found  that  catgut  prepared  by  Esmarch's  method  was  quite 
sterile. 
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X. — Fifteen  consecutive  cases  of  Acute  Intussusception. 
By  Arthur  B.  Barker.  Bead  December  10, 
1897.  Witk  Apjjendix  including  all  cases  of  Acute 
Intussusception  treated  at  Universitij  College  Hos- 
jjital  by  the  surgical  staff  from  the  year  1877  to 
end  of  1897. 

I^HE  question  what  ought  to  be  done  in  any  case  of  acute 
intussusception  is  one  upon  which  very  different  opinions 
are  held  at  the  present  time,  and  upon  which  it  appears  very 
difficult  to  come  to  a  final  couckision.  We  are,  as  it  were, 
feeling"  our  way  in  a  very  obscure  field  of  surgery.  I  should 
like,  however,  now  to  be  allowed  to  point  to  some  conclusions 
which  appear  to  be  justified  from  the  experience  of  the  near 
past,  and  which  I  venture  to  think  may  help  us  in  the  future 
in  dealing  Avith  this  question. 

In  the  first  place,  it  appears  clear  that  we  have  before  us 
in  intussusception  a  condition  which,  if  not  relieved  early, 
becomes,  as  a  rule  to  which  there  are  only  a  few  exceptions, 
rapidly  and  hopelessly  fatal.  We  know  now  that  after  a 
certain  given  moment  of  strangulation  no  measure,  medical 
or  surgical,  can  avert  gangrene  of  the  intestine.  And  we  also 
know  as  a  matter  of  experience  that  when  this  point  has  been 
reached  only  here  and  there  has  a  patient's  life  been  saved 
by  operation  in  these  particular  cases,  whether  its  object  has 
been  simply  to  form  an  artificial  anus  or  to  resect  the  gan- 
grenous bowel.  But  the  question  when  this  moment  has  been 
reached  in  any  one  instance  is  one  we  cannot  settle  for  the 
present. 

This  much,  however,  we  have  learned  from  the  carefully 
recorded  cases  of  the  past  few  years,  namely,  that  within 
thirty  hours  (e.  gr.  No.  25)  a  hopeless  state  of  strangulation 
may  be  reached  in  some  cases,  while  in  others  the  bowel  may 
be  still  viable  if  released  many  days  after  the  onset  of  the 
invagination.  In  short,  we  are  face  to  face  with  a  condition 
closely  resembling  strangulated  hernia  in  its  pathology  and 
in  many  of  its  clinical  features.  These  wide  differences 
observed  between  one  set  of  acute  intussusceptions  and 
another  set  have  not,  it  appears  to  me,  been  taken  sufiiciently 
into  account  hitherto  in  considering  the  treatment  to  be 
adopted.  Those  who  have  met  with  several  cases  in  which 
only  slow  oedema  and  fixation  of   the  bowel  have  followed 
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upon  the  invaij'iiiiitiuu  have  pleaded  strongly  for  the  method 
of  injection  in  one  or  other  of  its  forms  as  the  routine  treat- 
ment. Others  who  have  come  across  cases  Avhere  rapid 
strangulation  and  fixation  of  the  gut  has  taken  place  have 
felt  the  uselessness  of  injection,  and  have  abandoned  it 
perhaps  too  readily.  But  it  would  be  as  certainly  wrong  to 
say  that  laparotomy  was  the  one  and  only  treatment  for  acute 
intussusception,  as  it  would  be  to  maintain  that  injection  or 
inflation  was  proper  for  all  cases.  The  fact  is  that  there  are 
ceitain  cases  which  if  seen  earhj  yield  readily  and  safely  to 
injection;  and,  on  the  other  hand,  there  are  those  which  even 
if  seoi  early  could  not  for  anatomical  reasons  be  reduced  by 
any  amount  of  distension  of  the  bowel  from  below  that  it 
would  bear.  This  last  class  of  irreducible  cases  is  largely 
increased  if  Ave  add  those  to  which  we  are  called  when  much 
time  has  elapsed  since  the  onset  of  the  invagination. 

But  now,  taking  all  the  cases  just  as  they  come  to  us  early 
and  late,  let  us  attempt  to  get  some  approximate  notion  as  to 
hoAV  many  we  might  have  a  prospect  of  relieving  by  injection 
or  inflation,  and  in  what  proportion  these  measures  would  be 
useless  or  worse  than  useless. 

In  the  first  place,  it  may  be  laid  down  with  almost  if  not 
absolute  certainty,  that  the  invagination  commencing  in  the 
small  intestine  above  the  ileo-c£ecal  valve  cannot  safely  be 
reached  by  distension  of  the  bowel  from  below.  Fluid  and 
air  7naij,  we  believe,  be  slowly  forced  upwards  through  the 
ileo-csecal  valve,  at  all  events  in  some  cases,  but  only  slowly 
and  in  small  amount,  insufficient  for  reduction.  And  be- 
sides this,  the  small  intestine  appears  to  run  into  a  dangerous 
condition  of  strangulation  more  rapidly  than  the  large,  as  we 
know  from  hernias  through  external  parts.  And  from  what 
I  have  seen  in  the  living  body  in  five  of  the  cases  in  which  I 
have  opened  the  abdomen  during  life  for  intussusception  above 
the  valve,  I  am  convinced  that  no  amount  of  distension  from 
below,  even  if  the  valve  could  have  been  passed,  would  have 
undone  the  invagination. 

Now,  if  we  accept  Lichtenstern's  statistics  as  proximately 
accurate — and  all  who  have  given  attention  to  the  subject 
have  found  them  so, — there  are  about  oO  per  cent,  of  enteric 
intussusceptions  and  8  per  cent,  of  ileo-colic,  all  commencing 
above  the  ileo-C£ecal  valve.  If  the  above  contention  be  true, 
there  would  be  therefore  about  38  per  cent,  of  all  intussus- 
ceptions in  which  injection  or  inflation  would  be  quite  un- 
suitable and  improper. 
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Of  the  remaining  62  per  cent.,  including  44  per  cent. 
ileo-cEecal  and  18  per  cent,  colic,  it  may  be  said  that  theo- 
retically they  ought  to  be  within  the  reach  of  distension  of 
the  bowel  from  below  if  treated  before  oedema  and  firm 
strangulation  have  rendered  the  walls  of  the  bowel  quite 
unyielding.  But  unfortunately  these  last  conditions  are 
rarely  fulfilled  in  those  cases  which  reach  us  surgeons.  These 
patients  are  not  as  a  rule  brought  to  us  until  many  hours 
have  elapsed  since  the  invagination.  The  grounds  for  this 
are  obvious^  and  often  unavoidable.  In  the  first  place^  the 
parents  do  not  recognise  the  gravity  of  the  condition  at  its 
onset ;  they  are  content  to  diagnose  it  as  "  stomach-ache/' 
and  in  many  cases  employ  for  some  considerable  time  do- 
mestic remedies,  including  purgatives,  before  calling  in  the 
family  doctor.  Admitting  that  his  diagnosis  is  at  once  made, 
so  much  time  has  been  lost  that  he  is  often  unwilling  to 
undertake  the  responsibility  of  treatment  by  inflating  a 
possibly  damaged  bowel  without  further  advice,  either  at  the 
child's  home  or  at  the  hospital.  All  this  takes  time,  and 
hours,  if  not  minutes,  are  precious  in  many  of  these  cases. 
If  unfortunately  his  diagnosis  has  not  been  accurate  and 
prompt,  and  he  has  been  misled  into  further  delay,  or  the  ad- 
ministration of  more  purgatives,  the  case  is  even  worse. 

But  there  is  another  source  of  delay,  which  may  also  have 
a  terrible  influence  on  these  cases  before  they  reach  the 
surgeon's  hands  for  operation;  this  is  the  tendency  there  is 
in  many  cases  for  the  invagination  to  yield  to  injection,  and 
unroll  itself  tip  to  the  point  at  iclnck  it  first  began,  but  no 
further.  Consequently  when  the  distending  force  is  with- 
drawn the  invagination  slowly  resumes  its  original  dimen- 
sions. In  fact,  there  -has  been  no  perfect  reduction ;  the 
essentially  dangerous  part  has  remained  behind,  though  the 
loose  portion  has  gone  back.  But  all  this  cannot  be  made 
out  through  the  abdominal  wall  Avith  certainty ;  and  even 
after  injection,  where  the  intussusception  has  been  actually 
reduced,  if  the  operator  palpate  the  abdomen  and  feel  a 
slight  inequality  on  the  gut,  he  may  be  inclined  to  say  (and 
sometimes  he  is  right)  that  it  is  only  some  of  the  oedema  left 
in  the  reduced  bowel.  But  in  many  cases  of  apparently 
complete  reduction  nothing  at  all  can  be  felt  on  palpation, 
and  everything  is  supposed  to  be  favorable,  but  yet  there  is 
a  part  still  unreduced,  and  in  a  few  hours  the  swelling  is  as 
bad  as  before,  and  the  symptoms  are  worse. 

I  have  made  and  seen  others  make  this  same  mistake  with 
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injection,  of  snpposing  that  everything  has  been  replaced 
nicely  when  really  a  small  part  of  the  invagination,  and  that 
the  most  essential,  has  remained  as  before.  This  was  for- 
merly supposed  to  be  a  return  of  the  intussusception  after 
reduction.  It  is  usually  nothing  of  the  kind  ;  it  is  a  return 
of  the  tumour  after  only  jxirtlal  reduction.  How  we  are  to 
guard  against  this  error  it  is  hai"d  to  say  ;  all  and  any  may 
make  it.  But  at  all  events,  if  we  recognise  our  liability  to 
the  mistake,  we  may  minimise  its  ill  effects  by  closely  watch- 
ing every  case  apparently  reduced  by  injection  from  hour  to 
hour  for  a  return  of  the  tumour,  even  before  the  return  of  the 
symptoms.  And  if  we  find  it  again,  let  us  bear  in  mind  the 
fact  that  a  strangulation  which  was  not  reducible  some  hours 
before  is  sure  to  be  even  less  reducible  now,  ovvin"-  to  in- 
creased  swelling.  There  is,  therefore,  practically  in  most  cases 
no  use  in  trying  on  a  second  occasion  in  a  given  instance  what 
failed  on  the  first. 

In  the  fifteen  cases  of  acute  intussusception  which  it 
has  fallen  to  my  lot  to  treat  within  the  last  few  years,  this 
apparent  reduction  by  injection  or  inflation  was  illustrated 
in  six. 

In  the  first  (1884)  I  injected  air  and  water  twenty-eight 
hours  after  the  onset,  with  apparently  perfect  success,  but 
nine  hours  later  the  tumour  was  felt  as  before.  I  then 
injected  again  fourteen  hours  after  the  first  trial,  and  to  all 
appearances  with  complete  success,  but  two  hours  later 
the  invagination  was  well  felt.  Once  more  the  same  course 
was  pursued  with  the  same  result.  Some  hours  later  the 
child  sank  and  died,  and  it  was  found  that  the  invagination 
had  never  been  reduced  at  all ;  that  the  last  little  bit  was  too 
tight  to  yield,  and  gangrene  was  beginning. 

In  the  next  case  (No.  10)  I  injected  eleven  hours  after 
onset  with  apparently  perfect  success,  but  five  hours  later  the 
condition  was  as  bad  as  before.  I  then  did  laparotomy  and 
reduced  the  invagination  with  my  fingers,  the  child  making  a 
perfect  recovery. 

In  the  third  case  (No.  14)  I  injected  two  days  after  onset 
with  apparent  success,  but  in  five  and  a  half  hours  the  tumour 
was  present  as  before.  Here  too  I  did  laparotomy,  and  re- 
covery was  perfect. 

In  the  fourth  case  (private,  No.  24)  a  distinguished  phy- 
sician had  injected,  apparently  with  perfect  success,  twenty- 
four  hours  after  onset;  twelve  hours  later  I  myself  injected 
once  more,  as  the  tumour  was  present  again,  also  with  ap- 
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parent  success.  But  fifty  hours  after  onset  I  was  obliged  to 
do  laparotomy,  and  found  a  6-incli  ileo-colic  invagiuation, 
wliicli  would  never  have  been  released  by  injection.  I  un- 
ravelled it  outside  the  abdomen  with  much  difficulty.  The 
child  did  well  for  twenty-four  hours,  then  suddenly  collapsed 
and  died  in  an  hour  or  so  of  perforation  opposite  a  thrombosed 
vein  in  the  seat  of  the  constriction. 

In  the  fifth  case  (No.  28)  I  and  all  present  were  con- 
vinced that  my  injection  thirty-six  hours  after  onset  had  been 
successful,  but  nine  hours  later  the  evidence  of  the  tumour 
was  as  bad  as  before.  I  did  laparotomy  forty-eight  hours 
after  onset,  but  it  was  too  late;  the  child  died  seventeen  hours 
later,  probably  of  toxaemia  due  to  the  return  of  septic  blood 
into  the  blood-stream  from  the  strangulated  part,  Avhere 
it  had  been  stagnant  long  enough  to  be  infected  from  the 
bowel. 

In  the  sixth  case  (No.  41)  injection  and  inflation  had  been 
tried,  apparently  with  relief,  in  the  countiy.  I  had  to  operate 
later,  and  saved  the  patient,  who  had  a  very  large  intussus- 
ception. 

In  addition  to  these  six  cases  of  apparent  reduction  after 
injection,  the  latter  failed  absolutely  in  two  others. 

The  first  (No.  18j  was  treated  in  the  countr}^  by  injection 
three  days  after  onset.  This  child  was  brought  to  me  on  the 
fourth  day  from  the  country,  in  a  collapsed  condition.  I  at 
once  opened  the  abdomen,  and  found  the  intestine  sloughing, 
and  resected  the  damaged  part,  but  the  child  died  soon  after 
{Lancet,  January  9,  1892). 

In  the  second  case  (No.  23)  I  failed  to  reduce  by  injection, 
then  opened  the  abdomen  and  reduced  the  invagination,  the 
child  making  an  excellent  recovery. 

Of  the  seven  remaining  cases  operated  on  straight  off 
without  any  attempt  at  reduction  by  injection,  five  recovered, 
and  two,  already  desperate,  died  (Nos.  19,  40), 

It  is  plain,  then,  that  out  of  these  fifteen  cases  injection 
certainly  failed  in  eight.  Four  of  these  were  subsequently 
saved  by  operation,  one  was  not  operated  on  at  all,  and  three 
died  after  operation,  two  being  already  in  a  desperate  con- 
dition when  the  abdomen  was  opened. 

But,  again,  out  of  these  fifteen  cases  twelve  could  not 
possibly  have  been  reduced  by  injection  at  the  time  they  were 
first  seen  by  me  :  in  two  because  they  were  of  the  enteric 
variety ;  in  three  because  they  were  ileo-colic  ;  in  two  be- 
cause gangrene  was  already  present ;  and  in  the  five  remaining 
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because  the  strangulation  and  consequent  oedema  wore  too 
great  to  be  overcome  by  ])ressure  from  below. 

It  is  plain,  then,  that  in  this  series  only  one  in  three  had 
the  slightest  chance  of  being  relieved  by  injection  when  I 
saw  them,  and  that  not  a  single  one  was  actually  relieved 
thereby,  though  five  were  apparently  so. 

Looking  at  these  figures  of  eight  failures  to  reduce  by 
injection  out  of  fifteen  cases,  together  with  the  fact  that 
38  per  cent,  of  ileo-colic  and  enteric  cannot  be  so  reduced,  it 
seems  at  all  events  very  probable  that  in  the  average  case 
the  chances  that  injection  will  be  successful  are  very  small 
indeed. 

Of  course  I  know  and  have  seen  from  our  list  appended 
that  occasionally  injection  has  been  easy  and  successful. 
But  when  we  have  larger  series  of  carefully  recorded  conse- 
cutive cases  I  think  it  will  be  seen  that  these  ai-e  the  rare 
exceptions.  As  a  matter  of  fact  of  the  total  of  forty-three 
cases  recorded  in  our  table  subjoined  injection  was  tried 
(often  repeatedly)  in  twenty-eight  cases.  It  was  successful 
in  reducing  the  tumour  in  eleven  cases,  of  which  one  subse- 
quently died.  It  failed  in  seventeen  cases.  Of  the  latter 
eight  were  subsequently  saved  by  operation  and  nine  died  in 
spite  of  the  latter.  In  twelve  cases  no  injection  was  tried 
at  all  for  one  reason  or  another,  and  laparotomy  was  done 
as  soon  as  possible.  Of  these  five  died  and  seven  recovered. 
One  was  saved  by  simple  manipulation  without  injection.  Of 
two  there  is  no  note  as  to  injection  ;  both  were  operated  on 
and  both  died. 

From  all  this  and  a  careful  consideration  of  the  whole 
subject  it  appears  to  me  fair  to  conclude,  that  except  in  those 
rare  instances  in  which  we  are  called  in  very  early,  that  is 
within  a  few  hours  of  the  onset  of  symptoms,  it  is  safest  not 
to  employ  injection,  but  proceed  at  once  to  abdominal  sec- 
tion. 

There  are  two  objections  to  this  course  which  have  to  be 
considei'ed  : 

First,  the  risks  of  the  operation  per  se. 

Second,  the  weakness  of  the  abdominal  wall  consequent 
on  the  scar  of  the  operation. 

Of  the  first  of  these  it  may  be  said  that  they  are  very  small 
in  these  days  of  aseptic  surgery.  And  if  it  be  said  that  the 
tender  age  of  most  of  these  patients  is  an  objection  to 
abdominal  section,  I  can  only  remark  that  having  done 
laparotomy  on  some  dozens  of  very  young  children  I  am  now 
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convinced  that  they  bear  the  operation  as  well  or  even  better 
than  adults,  cxteris  'parilms. 

As  to  the  second  objection,  we  know  that  by  careful 
suture  we  may  in  a  large  proportion  of  cases  secure  a  sound 
scar.  And  even  if  this  were  not  so  a  certain  amount  of 
weakness  would  be  a  small  price  to  pay  for  the  saving  of  life. 
Besides,  the  size  of  the  wound  in  these  cases  need  not  be 
great.  As  a  rule  I  only  make  an  incision  large  enough  to 
introduce  my  index  finger  in  the  first  case.  This  is  often 
quite  enough,  but  sometimes  two  fingers  must  be  introduced. 
Such  a  wound  leaves  very  little  weakness  if  carefully  closed 
and  protected  against  suppuration. 

The  subjoined  list,  including  one  I  have  already  published 
in  the  British  Medical  Journal  of  February  17,  1894,  com- 
pletes the  series  of  forty-three  cases  of  intussusception  treated 
by  the  surgeons  of  University  College  from  1877  to  the  end 
of  the  year  1897,  to  which  I  have  added  one  operated  on  in 
private  by  myself. 

Of  my  own  cases,  I  will  only  add  that  out  of  fourteen  cases 
treated  by  laparotomy  nine  have  been  saved."^  And  when  we 
compare  these  results  with,  the  general  experience  of  the 
treatment  of  such  cases  we  find  much  to  encourage  us,  espe- 
cially when  we  remember  that  out  of  the  five  fatal  cases  four 
were  certainly  in  a  desperate  condition  at  the  moment  of 
operation. 

The  ages  of  these  fourteen  cases  operated  on  were  also  a 
point  of  interest.  One  was  an  adult  of  thirty-two  and  one  a 
boy  of  twelve.  One  was  three  months,  two  were  four 
months,  two  were  five  months,  two  were  six  months,  one  was 
seven  months,  one  was  nine  months,  one  was  sixteen  months, 
one  was  four  years,  and  one  was  five  years.  The  ages  of  the 
nine  which  recovered  after  laparotomy  were  respectively 
thirty-two  years,  four  years,  four  months,  five  mouths,  six 
months,  six  months,  seven  months,  nine  months,  and  five 
years.  The  majority,  therefore,  w^ere  of  very  tender  age.  One 
child  was  operated  on  twice  by  myself  within  six  months. 

I  have  now  analysed  the  fifteen  cases  of  acute  intus- 
susception which  it  has  fallen  to  my  lot  to  treat,  and  I 
venture  to  think  that  a  study  of  such  a  series  is  of  more 
value  than  that  of  a  greater  number  culled  from  the  literature 
of  the  subject  at  large.    Such  larger  series  are  apt  to  be  one- 

*  Note. — Since  this  paper  was  read  I  have  operated  on  another  very  serious 
case  in  a  child  of  sixteen  months  with  complete  success. — A.  E    B. 
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sided  in  tliis  direction  or  that.  My  own  list  includes  a  group 
treated  under  nearly  the  same  conditions  as  is  possilDle  in 
surgical  work,  with  one  exception  in  the  same  hospital;  all 
by  the  same  hands,  the  views  in  regard  to  the  general  question 
of  management  being  the  same  in  every  case. 

But  lest  this  shorter  series  should  appear  to  bias  us 
unduly  in  one  direction  or  another  I  have  appended  a  com- 
plete list  of  all  those  cases  treated  by  this  or  that  method  by 
the  surgeons  of  our  hospital  from  1877  to  the  end  of  1897.  If 
this  is  studied  it  will,  I  think,  furnish  strong  support  for  the 
conclusions  I  have  ventured  to  put  forward. 

At  all  events,  the  urgent  necessity  for  early  diagnosis  and 
immediate  treatment  comes  out  above  everything. 

As  regards  the  early  diagnosis  of  acute  intussusception,  it 
is  fortunately  an  easy  matter.  The  sudden  onset  of  abdominal 
pain,  often  at  night,  with  vomiting  first  attracts  attention,  then 
the  passage  of  mucus  and  blood,  then  the  presence  of  a 
tumour  in  the  abdomen,  usually  on  the  right  side.  The  only 
condition  likely  to  be  confounded  with  this  is  acute  appen- 
dicitis. Here  the  onset  is  also  sudden  and  frequently  during 
the  night.  Vomiting  is  also  early,  and  a  swelling  soon  forms 
on  the  right  side.  This  disease,  however,  is  very  rare  among 
infants.  Out  of  a  large  number  of  cases  the  youngest  I  have 
myself  treated  by  operation  was  four  years  old  (successful). 
Intussusception,  on  the  other  hand,  is  most  common  in 
infants  under  four  years  of  age.  Again,  in  acute  appendicitis 
there  is  rarely  a  mucous  or  bloody  discharge  from  the  anus. 
Further,  with  the  latter  disease  the  vomiting  is  soon  green  or 
stercoraceous ;  in  the  other  cases  it  is  not  so  as  a  rule  until 
very  late.  Then  in  appendix  disease  the  abdomen  is  early 
distended  and  exquisitely  tender ;  in  intussusception  it  is,  as 
a  rule,  remarkably  flat  and  not  specially  sensitive.  In  appen- 
dicitis the  swelling  is  more  diffused  and  fixed;  in  intussuscep- 
tion it  is  defined  and  usually  moveable. 

With  these  facts  before  us  an  early  diagnosis  is  easy,  and 
immediate  treatment  ought  to  follow.  Injection  or  inflation 
ought  to  I'elieve  some,  and  does  so  if  resorted  to  within  a  few 
hours  of  the  onset.  But,  as  I  pointed  out  above,  it  probably 
can  only  possibly  do  so  in  about  62  per  cent,  of  all  cases  at  the 
outside;  the  other  38  per  cent,  are  quite  beyond  its  reach. 
A  recoo-nition  of  this  condition  of  thing-s  will  make  us 
cautious,  and  prevent  our  persisting  in  this  method  of  treat- 
ment too  long  or  in  cases  of  doubtful  duration.  Moreover, 
when  we  consider  the  mixed  nature  of  our  matei'ial   at  hos- 
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pital,  and  the  uncertainty  as  to  the  propriety  of  the  treat- 
ment of  these  cases  before  they  have  been  brought  to  us,  the 
question  must  occur  to  us  all  whether,  considering  the  limited 
number  of  cases  in  which  injection  is  suitable,  it  will  not  be 
better  to  adopt  the  rule  of  opening  the  abdomen  as  the 
routine  practice,  and  reserving  the  injection  for  exceptionally 
favorable  cases.  For  my  own  part  I  confess  that  I  think  this 
ought  to  be  our  routine  practice  for  the  present,  at  all  events. 
I  regard  the  opening  of  the  abdomen  in  the  average  case  as 
it  is  brought  to  us  as  far  less  dangerous  than  injection  of 
either  air  or  water  or  than  manipulation. 
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Inclddinq  all  Cases  op  Acute  Intussusception  treated  by 
THE    Surgeons    of    University    College  Hospital  from 

THE    BEGINNING    OP    THE    YeAR    1877    TO    THE    END    OF     1897, 
WITH    ONE    PRIVATE    CASE. 
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University  College  Hospital  Collection  of 


Forty -three  Cases  of 


No. 


1 
1 

Year. 

Result. 

Sex  and 

Variety  of 

intus- 
susception. 

Duration  of  symptoms 
before 

1 

Abdominal  and  rectal    ' 

examination.            < 

i 

Injection 

Or  operation. 

1877 

D.  in 

19  hours 

F.. 
8  inos. 

Ilco-csecal 

5|  hours  oil, 
15  hours  oil, 
22  hours  air 

26^  hours 

Tumour  below 
umbilicus  on  left; 
also  felt  by  rectum. , 
Partly  reduced  by 

first  injection 

1879 

R. 

M., 

6  mos. 

lleo-caecal 

31  hours  air 
and  water 

— 

Tumour  felt  in 
descending  colon 

1882 

R. 

M., 
9  mos. 

Ileo-crecal 

A\  days  air 

and  water, 

with 

inversion 

4^  days 

following 

injection  at 

once 

Tumour  felt  through 

abdominal  wall  and 

rectum 

1882 

D. 

12  hours 

p.  op. 

M., 
7  mos. 

Ileo-cifical 

None 

21  days 

Tumour  on  right  of 

umbilicus;  nothing 

felt  per  rectum 

1884 

D. 

F., 
4  mos. 

Ileo-CEBcal 

28  hours 

Tumour  felt  iu  left 
hypochondrium 

1885 

U. 

3i  hours 
p.  op. 

5  mos. 

Ileo-ca;cal 

55|  hours 

59  hours 

Tumour  in  left 

,  hypochondrium ; 

none  in  rectum 

1885 

R. 

i 

M., 
5  mos. 

Ileo-ciBcal 

8  hour 
manip 

3  before 
ulatiou 

Tumour  in  right 

hypochondrium  quite 

moveable  between 

finger  and  thumb 

1885 

'       D. 

same  day 

M., 
4  mos. 

lleo-caecal  'f 

4  (lays 

4  days 

Tumour  to  left  of 

middle  line  and 

in  rectum 

1 

Cases  of  Acute  hitussusception. 
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Acute  Intussusception. 


Treatniciit. 


Cumlition  (if  bowel. 


Iiijectiou  of  oil  5J   hours  after  Reduction    not    difficult;   Died;  acute 


Result 

or 

cause  of  death. 


unset;  again  15  hours;  again    bowel    deeply  congested 
~2  hours  after  with  air.    Lapa-    at  seat  of  obstruction 
rotoniy  26|  hours  sifter  onset 
Keduction 


Injection  of  air  and  water,  fol- 
lowed soon  by  complete  re- 
duction 

Injection  of  air  and  water  in  in- 
verted position.  Immediately 
aftei',  laparotomy.  Reduction 
easy  in  two  minutes 

Laparotomy.  No  injection  prac- 
tised. Reduction  easy  before 
the  intussusception  was 
brought  into  view 


Injection  of  air  and  water  witl 
inversion  with  apparent  reduc 


peritonitis 


Recovered 


Recovered 


Died ;  acute 
peritonitis 


The  bowel  after  death  was  Died  ; 

found  to  be  gangrenous,   collapse  and 
tion.     Return  of  tumour  in  9'  and  Inid  not  been  really     exhaustion 
hours.  Injection  again  14  hoursi   reduced  completely 
after  first  apparent  reduction. 
Keturii  in  2  hours.     Injection 
as  before  apparently  success- 
ful 


Laparotomy.      It  was  found  im-  The  parts  were  so  swollen 
possible  to  reduce  bowel.    Ab-;  that  reiluction   was  im- 
domen  closed.      Injection    of    possible 
air  and  water   had  failed  53^ 
hours  before  operation 


Manipulation  under  chloroform. 
Reduction  easy 


Died ;  shock 


Recovered 


Laparotomy  after  failure  of   in- The  parts  were  preserved  Died;  shock 
tlatiou  with  air.    Tumour  irre-    unreduced  ;     npparentiy 
ducible.     Artificial  anus  simply  ileo-cajcal 


Ileniatks. 
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Universiiij  College  Hospital  Collection  of 


10 


11 


13 


14 


15 


16 


17 


Year. 


1885 


1887 


1888 


12      1888 


1889 


1889 


1890 


1890 


1891 
Miir.  9 


Result. 


Sex  and 
age. 


Variety  of 

intus- 
susception 


D.  ill    I      M., 
30  hours  I    5  inos. 
p.  op. 


R. 


R. 


M., 

4  years 


M., 

7  uios. 


M., 

9  mos. 


M., 
6  inos. 


5  mos. 


M., 
2  years 


M., 
11  years 


M., 
10  mos. 


Duration  of  symptoms 
before 


Injection        Or  operation. 


Abdominal  and  rectal 
examination. 


Ileo-ciEcal 


Ileo-csecal 


Ileo-caecal  ? 


Ileo-csecal 


Ileo-caecal  ? 


17  hours       19  hours       Tumour  in  middle 
of  ahdomen 


11  hours 
water 


6  hours  air 
and  water 


Ileo-c£ecal, 
?  ileo-colic 


Ileo-caecal 


Enteric 


Ileo-csecal 


2  days 


1  day;  in- 
flation re- 
lieved iit 
once 


16  hours 


24  hours  — 


12  hours 


days 


Gh  hours  — 


5  days 


Tumour  felt  in  left 

flank ;  none  by  the 

rectum 


Tumour  in  left  iliac 

fossa ;  also  felt  in 

rectum  1  ^  inches  from 

the  anus 

Tumour  in  hepatic 
fle.\ure  of  colore 


Tumour  in  left  flank 
and  in  rectum 


'I'uiiiour  in  right 

ilaiik  on  level  of 

umbilicus  under 

chloroform 


Tumour  in  right 

flank ;  rectum 

normal 

No  tumour  felt 


Tumour  projected 
from  anus  for  3 

inches.  Tumour 
felt  in  left  fossa 


Cases  of  Acute  Intussusception. 
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Treatment. 


FjiiparotDniy  at'ler  failure  of  in- 
Hatioii.  No  sliock.  Iveductioii 
easy 


Laparotomy  16  hours  after  onset. 
InHation  11  hours  after  with 
water  had  inoduced  apparent 
redtietioii,  l)ut  5  liour.s  hiter 
the  condition  was  as  before 


Injection  of  air  and  water  ( 
hours  after  the  onset  was 
successful  in  reducing  the  ob- 
struction 

Injection  of  air  under  chlorolorin 
with  manipulation  resulted  in 
slow  disappearance  of  tumour 
and  all  bad  symptoms 

Manipulation  first,  then  injection 
of  air  and  water,  with  partial 
reduction.  Tumour  soon  re- 
turned to  original  position. 
Reduction  was  then  effected 
with  water  at  3  feet  pressure 

Injection  of  12  ounces  of  water 
with   diminution    of    tumour 
5j  hours  later  tumour  felt  as 
before.    Laparotomy  reduction 
out  of  sight 


Injection  of  air  under  chloro 
form;  reduction  with  a  dis- 
tinct gurgle 

Laparotomy  at  parents'  requc>t. 
Cause  of  obstruction  had  not 
been  found 

Inflation  with  Higginsou's  sy- 
ringe.    Reduction  easy 


Conditiou  of  buwel. 


I'he  ascending  and  trans- 
verse were  invaginated 
in  the  descending  colon, 
but  were  released  with- 
out much  trouble 


l?educed  bowel  much  con- 
gested and  swollen;  ver- 
miform healthy  ;  ileum 
was  constricted  at  con- 
gested area,  dilated  above 
the  constriction 


Result 

or 

c.iuse  of  deatli. 


Died  cya- 
nosed ;  lungs 
congested; 
high  tempe- 
rature 

Recovered 


Recovered 


Recovery 


Recovery 


Recovery 


Recovery 


General  peritonitis;  intus-  Death  during 
susception  ot  ileum  4  feet      operation 
above  ileo-csecal  valve 


The  prolapsed  part  fairly 
healthy 


Recovery 


Rcmurks. 


Convalescence 
uneventful. 
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University  College  Hospital  Colleciioii  of 


No. 


18 


19 


20 


21 


22 


23 


24 


Year. 


1891, 
July  31 


Result. 


189],         D. 


1892, 
Jan, 26 


1892 


1892 


1893 


1889,         D. 
private 


Sex  and 
ajji;. 


M., 
4  inos. 


M., 
12  years 


M., 
4  mos. 


M., 
10  mos. 


M., 
5  years 


F., 
7  mos. 


M., 
16  mos. 


Viiriety  of 

intus- 
susception. 


JJuralion  of  symptoms 
before 


Ileo-ca)cal 


Jejunal 


Ileo-ca?cal 


Ileo-cseeal 


Enteric, 
ending 
6  inches 
above  the 
caecum 


Enteric 


Ileo-colic 


Injection 

Or  operation. 

3  days 

4  diiys 

None 

48  hours 

24  hours 

26^  hours 

Within 

12  hours 

No  note 

7  days 

36  liours 

36  hours 

24  hours 

61  hours 

AlHlominal  and  rectal 
examination. 


Tiiuiour  ill  left  iliac 

region  :ind  per 
rectum,  tishy  smell 


Tumour  in  flank  on 
right  side,  freely 
[  niovciihle;  nothing 
felt  per  rectum 


Tumour  under  and 

jiarallel  to  right 
cosliil  margin  ;  no 
tumour  2'er  rectum 

Tumour  in  left  flank, 

!ind  protruding  from 

the  lectum  for 

3  inches 

No  note 


Tumour  in  right 
liypochondrium ; 
none  in  rectum 


Tumour  in  right 
liypochondrium 


Cases  of  Acute  Intussusception. 
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Treatment. 


Condition  of  bowel. 


[njection  bad  been  tried  in  Ibc 
country  on  tbo  3rd  day  nnd 
failed.  On  the  4tb  day  brought 
to  town  in  coHapsed  condition; 
no  attempt  at  injection.  Lapa- 
rotomy 2  liours  after  admis- 
sion. Excision  of  intussuscep- 
tion. The  intussuscipiens  was 
already  sloughing  in  two  places, 
and  the  intussusceptuui  was 
protruding  through  it.  Ope- 
ration 

Laparotomy.  Jejunal  intussus- 
ception found  irreducible. 
E.xcision  of  tumour 


Injection  of  water  failed,  and 
2  hours  later  laparotomy  was 
performed  in  right  linea  semi- 
lunaris.    Reduction  easy 

Injection  of  air  with  Higginson's 
syringe 


Laparotomy;  median.  Intus- 
susception could  not  be  ex- 
posed at  first.  Distended  coil 
of  gut  opened  and  emptied; 
then  intussusception  was  easily 
reduced 


Injection  and  mani]mlatiou  hav- 
ing failed,  laparotomy.  En- 
teric strangulation  easily  re- 
duced by  pressure  from  below 


Injection  24  hours  after  onset; 
again  under  chlorolbrm  36 
hours  after;  then  lajjarotomy 
50  hours  after  onset 


riie  parts  removed  were 
gangrenous;  they  con- 
sisted of  the  lower  couple 
of  inclies  of  ileum,  caput 
coli,  and  vermiform 


The  intussusception'  was 
within  3  feet  of  the  duo 
deuuni,  and  its  serous 
coats  weie  adherent;  it 
was  9  to  10  inches  long 

Intussusception  not  deeply 
strangulated 


Result 

or 

cause  of  deatl 


Death  from 

collapse 

10  hours  after 

operation 


Prolapsed  and  swollen 


Intestine  engaged  v 
deeply  congested  and 
covered  with  lymph ; 
opening  made  in  gut  was 
2  feet  above  strangula- 
tion; gangrenous  patch 
in  strangulated  p:irt 

5  01'  6  inches  of  ileum  jiro- 
lapsed  through  ileo-ca;cal 
valve;  deeply  congested 
but  sound 


About    6    inches    of    the  Died  25  hours 
ileum  prolapsed  through  alter 

the  ileo-ca;cal  valve,  se-   operation  of 
rous    coats    adherent    in  perforation  at 
patches;    thrombosis    of     mesenteric 
small    mesenteric    veins  border  of  gnt 
with  commencing  slough 


Death  from 

collapse 

14  hours  alter 

operation 


Recovery 


Recovery 


Death  the 
same  day 


Recovery 


Ucmarks. 
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University  College  Hospital  Collection  of 


No. 


Year. 


25 

26 
27 


28 


1893, 
April  3 


1893, 
Sep.  22 

1893, 
Dec.  14 


1894, 
May  15 


29 


1894, 
May  17 


30 


1894, 

June 

27 


Result. 


Sex  and 
asje. 


5  uios. 


M., 
4  yenrs 

7  luos. 


M., 

5  mos. 


Variety  of 

intus- 
susception. 


Ileo-ca2Ciil 


Ileo-ca?cal 
or  csecal 


Ileo-caecal 


F.,      j  Ileo-cfecal 
32  years 


M., 
6  mos. 


Ileo-colic 


Duration  of  symptoms 
Ijefore 


Injection 


None 


5  days 


None 


36  hours 


None 


None 


Or  operation. 


30  hours 


23  hours 


48  hours 


26  hours 

before 
operation 


28  hours 


Abdominal  and  rectal 
examination. 


Long  tumour  felt  in 

mid-line;  none  by 

rectum 


Felt  by  finger  in 

rectum ;  al.so  from 

left  costa!  border  to 

pelvis 


Tumour  in  leftside; 
also  felt  per  rectum 


Tumour  in  middle 

line  of  abdomen; 

nothing  felt  by 

rectum 


Tumour  dearly  felt 

just  above  pubes,  and 

running  up  to  ribs 

on  left ;  also  felt 

2i  inches  from  anus 


Cases  of  Acute  Intussusception, 
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Treatment. 


Condition  of  bowel. 


Abdomen    opened   in    inid-line ;  Tightly  strangulated,  and 
bowel  found  to  be  gangrenous,    commencing  to  be  gan- 
The  patient  was  so  collapsed    grenous.     Could  not  be 
tbat  nothing  further  was  done'  reduced  at  operation 
but  to  close  the  wound. 


Injection  failed.     Laparotomy. 


Median  abdominal  section;    tu-  Fairly  liealthy   except  at 


monr   withdrawn   from   abdo- 
men and  reduced  from  below. 


Injection  of  water  with  appa 
rently  complete  relief;  48  hours 
after  onset  laparotomy  with 
easy  reduction 


No  attempt  at  inflation.  Median 
laparotomy  and  easy  reduction 
until  last  portion  was  reduced 


Median  incision  above  umbilicus ; 
bowel  completely  reduced  with 
lingei's  ;  deep  sutures;  cyanide 
gauze  dressing 


last  spot  reduced,  wliicl 
was  in  the  caput  coll 
which  was  dark  and 
coated  with  lymph 


Congestion  of  last  portion 
returned,  but  healthy 
serous  coat 


Great  oedema  and  congeS' 
tiou  of  cajcum 


KeBult 

or 

cause  of  death. 


Died; 

collapse  on 

operating 

table 


Death  in 
2  J  hours 


Remarks. 


Hospital  notes 
scanty. 


Recovery        This  invagina- 

uninterruptcd,  tion  appeai-ed  to 

healing  by      have  started  in 

tirst  intention  the  head  of  the 

cajcum,  not  at 

valve 


Died; 
hyperpyre.xia 
to  107-8'',  and 
death  appa- 
rently from 
acute  sepsis. 
Abdominal 
surfaces  found 
quite  health)' 


The  septic  infec- 
tion was  pro 
hably  due  to  the 
blood  from  the 
strangulated 
bowel  re-enter- 
ing the  circula- 
tion charged 
with  toxines 
after  the  reduc- 
tion set  it  free 


Recovery  was      Pneumon 
interrupted     probably  due  to 

by  an  attack  of  iclease  of  impure 
pneumonia,   |      Idood  from 

but  abdominal!    strangulated 

condition  was       portion  of 
perfectly  bowel, 

satisfactory 


Died ; 

sickness 

continued 

until  death, 

16  hours  after 

operation. 

Temp,  rose  to 

103-4°  before 

death 


Xo  peritonitis; 
large  intussus- 
ception found 

after  death  still 
unreduced;  a 
piece  of  small 
bowel  lying 
under  gall- 
bladder very 
much  mottled 

and  black  ;  ?  the 
piece  reduced. 
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University  College  Hosjntal  CoUectiou  of 


Year. 


31     1894, 
Oct.  9 


32 


33 


34 


1894,         R. 
July  20 


1894, 
Dec.  1 


35 


36 


37 


1895, 
Mar.l4 


1895, 
Miir.l& 


1895, 

June 

21 


1895, 

June 

24 


38      1895, 
I  June 
29 


Sex  and 
age. 


M., 
7  inos. 


M., 

4  mos. 


Variety  of 

intus- 
susception. 


Ileo-cseciil 


lleo-cfficul 


M., 
3  ytars 


F., 

G  mos. 


F., 
6  mos. 


F., 

1  year 

and  9 

montlis 

F., 

9  mos. 

(same 

child,  2ncl 

attack) 


M., 
9  mos. 


Sigmoid 
flexure 


Ileo-cffical 


lleo-cffical 


Ileo-colic 


Enteric ; 

18  inclies 

from  the 

csecum 


Duration  of  symptoms 
before 


Injection 


None 


None 


1  day ;  in- 

flution 

with  air 

successful 


None 


None 


1  day 


None 


None 


Or  operation. 


Abdominal  and  rectal 
examiuutiun. 


22  hours         Tumour  in  right 
]hypochoiidrium;  no- 
jthing  felt  by  rectum 


24  hours    Tumour  in  right  side 

before       of  abdomen  ;  nothin 
operation         ielt  jjer  rectum 


Tumour  in  left  flank 

No  tumour  in 

rectum 


49  hours  Tumour  in  right 

after  onset  side;  nothing  by 

and  before  rectum 
operation  I 


15  hours     Tumour  in  right  side 
after  onset ,  under  liver 

and  before  i 

operation   ' 

—  Tumour  felt  over 

transverse  colon 


1^  hours 
after  bloody 
stools,  but 
green  diar- 
rhoea had 
preceded  by 
some  days 

3  days 


Tumour  in  right 
iliac  fossa 


Negative,    except 
tumour  in  abdo- 
men 


Caffcs  of  Acute  Tntnftfinscej'^tion. 
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No  attempt  by  injection.  Mediiin  Bowel  looked  ver}-  un- Recovery  un- 
liip.'irotoniy  ;  bowel  leiiiiced,  sound;  its  surfaces  were  interrupted; 
with  greatest  difficulty,  (luring    strongly    adherent    and  no  shock,  but 


The  rectum  was  inflated 
air  and  the  tumour  we 
dnced 


Treatment. 


Incision  in  right  linea  semilu- 
naris 3  inches  long ;  bowel  re- 
duced outside  abdomen ;  wound 
closed  all  in  one  set  of  sutures 


Condition  of  bowel. 


Result 

or 

cause  ol'ilc;itli. 


Recovery 

without 
incident 


which  outer  coats  cracked  in 
several  places 


Avith 


Xo  injection.  Median  laparo- 
tomy; reduction  partly  within 
abdoineu  and  partly  without 


No    injection.      Median    laparo- 
tomy; lasted  27  minutes 


Injected    with    water ;     tumoui 
easily  reduced 


No  injection.  Median  incision, 
taking  care  not  to  wound  in- 
testine adherent  from  former 
operation.  Operation  lasted 
27  minutes 


Median  incision  ;  enterectomy  ; 
ends  united  by  decalcified  bone 
tubes 


cracked  in  several  places,  temp,  rose  to 
Pulse  168.    Temp.  lOOS"      104-4°  in 
before  operation  evening 


Death ;  sepsis 
and  peri- 
tonitis 


Bowel  deeply  congested,  llecovery ; 
iind  serous  coat  gave  way  child's  stiite 
in  places;  much  cedema  critical  at  end 
of  ca3cum  and  some  of  operMtion, 
bloody  serum  in  abdomen  which  l!i>ted 
,  20   minutes 

Swelling   ami   redcma   of      Recovery 
csecum    and    bowel,    but  uninterrupted 
surface  quite  healthy 


Recover' 


Prolapse  of  ileum  through'     Recovery 
Viilve,    but     very    little  uninterrupted 
oedema  or  discoloration 


Deeply  congested ; 
gangrenous;  could 
be  reduced 


not  Death ;  shock 
not 


Recovery  was 
not  expected  in 
the  least,  owinp 
to  condition  of 
bowel.    Came  in 

suffering  from 
varicella. 

P.M.— Xo 

tumour  was 
found,  the  sig- 
moid flexure 
appeared  to  be 
most  afiected. 

Recovery  un- 
interrupted. Th(- 

only  difficulty 

uiet  with  was  in 

closing  the 

abdomen. 

The  only 

lifficulty  was  in 

closing  the  ver\ 

fat  abdomen. 

Recovery  imme- 
diate. 


The  only 
lifficulty  was  to 

avoid  the 
adhesions  from 
previous  attack. 


A  desperate  cast 
from  the 

beginning ;  peri- 
tonitis was 
commencing. 


University  College  Hospital  Collection  of 


No. 

Year. 

1 

Result. 

Sex  and 
age. 

Variety  of 

intus- 
susception. 

Duration  of  symptoms 
before 

Abdominal  and  rectal 
e.vamination. 

Injection. 

Or  operation. 

39 

1896, 

April 

15 

R. 

M., 
11  mos. 

Ileo-ca3cal 

Injection  of 

water  24 

liours  after 

onset  failed 

1  day 

Bowel  protruded 
2  inches 

40 

1895. 
Aug.2 

D. 

M., 
12  weeks 

Ileo-csecal 

None 

54  hours 

Long  tumour  in  left 

fossa ;  also  by 

rectum 

41 

1896, 
Oct.  8 

R. 

M., 

5  years 

Ileo- colic 

Inflation  ; 

later  water 
injection 

by  medical 

man  in  tlie 
country 

with  appa- 
rent relief 

38  hours 

collapsed, 

livid 

Tumour  quite 
12  inches  long 

4 

42 

1896, 

Aug. 
15 

R. 

M., 
2  years 

? 

Injection 

2  ft.  column 

fluid 

2  hours 

after  onset 

Large  lump  in  trans- 
verse colon 

43 

1896, 
Oct.  29 

!       R. 

M., 
2  years 

Ileo-colic 

Injection  in 

country 

soon  after 

onset 

1  day 

Tumour  felt  to  the 
right  of  the  navel 

Ca-'ies  of  Acute  Intiisfiiisception. 
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Treatment. 


Condition  of  bowel 


■RcBult 

or 

cause  of  deatli. 


Remarks. 


Median  inci-siou;  Ciisy  reiluctioii  l)oc))ly  congested 


Abdominul    section    at    once   in  Very  tisrlitly  stranj^nlated 
mid-line ;  tumour  resected  and    and  imj)ossible  to  reduce; 
bowel     united    by    Mnrpby's    peritoneum  cracked 
button;  lateral  anastomosis 

Two  inches  median  incision.  Very  difficult  to  reduce; 
Operation  lasted  39  minutes;  peritoneum  cracked  in 
injection  bad  failed  several  places.  Reduction 

lasted  30  minutes 


Injection  with  boric  lotion 


Easily  reduced 


Incision  to  right  of  mid  line.  Intestine  congested  and 
Intussusception  reduced  witli  very  oedematous  just 
difficulty.  Injection  had  failed    above  ileo-ciecal  valve 


Recovery       Recovery  unin- 
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P.M.— All 

sutures  firm  and 

button  well 

placed. 


Recovery  un-       Perhaps  the 

interrupted,    largest  intnssus- 

Tcmp.  fell  at    ception  I  have 

once  from     i  ever  seen,  and 

103'4°  to      the  most  difficult 

normal       |       to  reduce. 


Recovery 
complete 


Recovery 


Recovery  com- 
plicated by 
pneumonia  and 
stitch  abscesses. 
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XI. — A  case  of  Sadihn  Death  in  Rheumatic  Fever  due 
to  Mi/ocarditis.  By  W.  P.  Herringham,  M.D. 
Bead  Januarij  28,  1898. 

DEATH  durino-  acute  rheumatism  is  now  an  extremely  rare 
event,  and  when  it  happens  is  nearly  always  due  either 
to  severe  pericarditis  or  to  previous  heart  disease.  Rheu- 
matism sometimes  proves  fatal  by  hyperpyrexia,  a  condition 
which  is  probably  the  direct  result  of  the  rheumatic  poison 
upon  the  thermic  centres  of  the  nervous  system.  Kapid  or 
even  sudden  death  is  occasionally  brought  about  by  an  affec- 
tion of  the  muscular  substance  of  the  heart,  an  acute  myo- 
carditis, as  in  the  case  about  to  be  related.  Lastly,  "  in  very 
rare  instances  death  occurs  suddenly  without  hyperpyrexia 
or  any  discoverable  injury  to  the  lungs  or  lieart.'^^ 

Mary  Ann  B.,  set.  IG,  a  polisher,  was  admitted  to  St. 
Bartholomew's  Hospital  on  February  25,  1897,  suffering 
from  rheumatic  fever. 

She  was  "  quite  well "  until  the  evening  of  February  24, 
when  she  had  a  sudden  onset  of  pain  in  many  joints  without 
vomiting  or  headache.  The  pains  grew  worse,  she  had  no 
sleep,  and  in  the  morning  her  throat  was  sore. 

She  had  been  for  some  time  a  little  short  of  breath  on 
going  upstairs,  but  was  otherwise  quite  healthy.  She  had 
never  before  had  rheumatism  to  her  knowledge. 

Her  mother  had  died  of  consumption,  her  father,  at  the 
age  of  thirty-nine,  of  a  "  paralytic  fit.''  She  had  a  brother 
aged  seven,  who  was  healthy. 

When  admitted  she  was  very  flushed  and  her  tongue 
furred  ;  respiration  easy,  32  to  the  minute  ;  pulse  128,  regular 
and  soft ;  temp.  103°  F.  Both  wrists,  both  elbows,  both  knees, 
both  ankles,  and  the  right  shoulder  were  swollen  and  painful. 
The  front  of  the  lungs  was  quite  natural ;  the  back  was  not 
examined,  since  movement  was  painful.  The  cardiac  apex- 
beat  was  in  the  fifth  intercostal  space  inside  the  nipple;  there 
was  no  thrill.  The  area  of  absolute  dulness  did  not  pass 
beyond  the  left  border  of  the  sternum.  There  was  a  double 
murmur  at  the  apex.     Behind  the  sternum  at  the  level  of  the 

*  Church,  AllhntVs  Sy-tem,  vol.  iii,  p.  1,  with  a  case. 
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third  costal  cartilage  there  was  a  slio-ht  rouoh  sound,  which 
might  possibly  have  been  pericardial.  The  second  sound  over 
the  puhnonary  valve  was  accentuated.  She  complained  of 
pain  about  the  umbilicus,  but  no  local  cause  was  found  for  it. 
The  urine  had  a  specific  gravity  of  1022,  and  contained  no 
albumen. 

Diagnosifi. — Rheumatic  fever,  probably  not  the  first  attack. 
Mitral  stenosis  and  regurgitation  ;  perhaps  slight  pericarditis. 

February  26. — Joints  better  ;  more  comfortable  ;  fever 
less. 

Februai'y  27. — Not  so  well,  more  fever,  more  pain  in 
chest  and  abdomen,  but  joints  better ;  heart  as  before.  In 
the  evening  she  was  much  worse;  some  crepitations  were 
heard  under  the  left  nipple,  and  a  poultice  was  applied. 

February  28. — Had  slept  badly;  very  pale  and  cyanotic; 
much  abdominal  pain.  Heart's  apex-beat  now  outside  the 
nipple  line  ;  cardiac  dulness  not  increased  upwards  or  to  the 
the  right;  the  sounds  confused;  no  friction.  Impaired 
resonance  over  the  front  of  the  left  lung ;  crepitations  over 
this  area.     The  joints  are  now  hardly  at  all  painful. 

March  1  and  2. — Same  condition.  Evidently  very  ill. 
She  gave  the  impression  of  a  patient  with  pericarditis,  but  no 
sign  of  that  condition  could  be  made  out.  Though  the  joints 
were  no  longer  painful  the  fever  had  not  abated. 

March  3. — The  impairment  of  resonance  over  the  left 
front  and  side  continued  ;  there  were  crepitations  there,  and 
in  a  few  spots  bronchial  breathing  was  heard.  I  thought 
that  she  had  pneumonia,  or  even  perhaps  acute  tuberculosis. 

March  4. — Seemed  better.  Joint  pains  returned  yesterday. 
There  were  more  moist  sounds  over  the  left  front,  which  were 
thought  to  denote  resolution  of  a  pneumonia ;  respirations 
G4.  The  heart's  apex-beat  was  now  well  outside  the  nipple 
line,  the  sounds  were  weak,  and  there  was  the  double  murmur 
as  before.  The  pulse  was  116,  weak  but  regular.  There 
was  now  no  abdominal  pain.  She  had  vomited  once  the 
previous  night. 

March  8. — Felt  better,  but  still  seemed  very  ill ;  joints 
still  painful ;  both  knees  full  of  fluid.  There  was  still  some 
impairment  over  the  front  of  the  left  lung,  and  a  few  crepita- 
tions. There  were  neither  impairment  nor  crepitations  behind 
nor  on  the  right  side ;  respirations  60.  The  heart  as  on 
March  4;  pulse  120. 

March  10. — More  anaemic.     Crepitations  were  now  heard 
all  down  the  left  back,  and  also  at  the  right  base. 
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March  11. — Had  a  restless  niglit,  continually  asking  for 
drink.  She  had  slight  hEenioptysis  during  the  night.  At 
10.30  A.M.  a  sudden  change  for  the  woi-se  occurred,  and  she 
died  in  a  few  minutes. 

The  fever  persisted  throughout,  and  was  only  twice  below 
101°  F.  It  lay  for  the  most  part  between  lOr  F.  and  102°  F. 
The  pulse  rate  was  throughout  about  120.  The  respiration  was 
after  the  first  day  always  rapid,  varying  usually  from  40  to  60. 
The  bowels  were  open.     The  urine  never  contained  albumen. 

The  disease  was  in  its  obstinacy  and  its  great  gravity 
unlike  rheumatic  fever,  and  other  possibilities  occurred  to 
me.  One  was  pytemia,  but  for  this  I  could  find  no  cause ;  a 
second  Avas  typhoid  fever,  but  the  blood  did  not  have  the 
characteristic  action  on  typhoid  bacilli,  and  there  were  no 
reliable  symptoms  that  indicated  it. 

She  took  sixty  grains  of  sod.  salicylate  in  the  first  three 
hours,  and  after  that  ten  grains  every  four  hours  for  the  next 
two  days.  On  February  27  digitalis  and  ammonia  were  given. 
On  February  28  strychnine  was  given  in  place  of  these, 
and  oxygen  inhalations  were  tried.  On  March  3,  when  the 
pains  returned,  sod.  salicylate  in  lO-grain  doses  was  again 
given  every  four  hours.  The  dose  was  small  owing  to  the 
great  depression  of  strength.  She  was  kept  on  fluid  diet 
until  the  7th;  fish  was  given  on  the  8th  of  March.  Brandy 
was  given  throughout. 

For  the  clinical  notes  I  am  indebted  to  Mr.  W.  E.  Dunn, 
the  house  physician. 

The  post-mortem  was  made  by  Dr.  Garrod,  and  I  here 
reproduce  his  notes. 

"  Well  nourished.     No  oedema. 

"  Head,  brain,  meninges  and  cerebral  arteries,  oesophagus, 
cervical  glands,  larynx,  and  trachea,  all  natural. 

"  Lungs  :  right  27  oz.,  left  17  oz.  Xo  fluid  in  either 
pleura.  No  adhesions.  Pleural  surface  smooth  and  shiny. 
Both  lungs  cedematous.  The  left  smaller  and  redder  than 
the  right;  no  consolidation;  no  infarction.  The  cut  surface 
exuded  fluid  freely,  and  was  not  granular.  The  right  lung 
was  apparently  more  recently  affected,  was  massive,  pale,  and 
marbled  in  section,  and  exuded  frothy  fluid  on  section.  A 
cut  piece  floated  in  water.  There  was  a  single  enlarged  gland 
at  the  root  of  the  right  lung. 

"  Heart  14  oz.  The  pei'icardium  contained  an  ounce  or 
two  of  clear  straw-coloured  fluid;  in  which  flakes  of  lymph 
floated.     There  were  also  some  flakes  upon  the  walls  of  the 
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auricles,  but  the  pericarditis  was  evidently  of  the  slightest 
kind.  The  heart  was  large.  The  left  ventricle  was  consider- 
ably hypertrophied,  the  right  both  hyportrophied  and  dilated. 
The  foramen  ovale  was  closed.  There  was  post-mortem  clot 
in  the  cardiac  cavities.  The  mitral  muscnli  papillares  were 
streaked  with  tabby  striation.  The  coronary  arteries  were 
natural.  The  pulmonary  and  tricuspid  valves  were  normal. 
The  aortic  valves  were  competent.  In  the  region  of  each 
corpus  Arantii  was  a  group  of  minute  recent  vegetations.  No 
evidence  of  older  disease.  The  mitral  valve  was  adherent,  its 
orifice  somewhat  narroAved.  The  cusps  Avere  thickened,  and 
some  scarring  extended  outwards  on  to  the  auricular  wall. 
The  orifice  was  surrounded  by  a  ring  of  small  recent  vegeta- 
tions.    The  chordae  teudinese  were  thick. 

"  The  aorta  and  large  vessels,  peritoneum,  stomach,  and 
intestines  were  natural. 

"The  liver  50  oz.;  intra-lobular  veins  large  and  full  of 
blood,  giving  a  nutmeg  appearance  to  the  fresh  section,  sug- 
gesting passive  engorgement.  No  naked-eye  appearance  of 
fatty  change. 

"  Spleen  7  oz.,  large,  soft ;  no  infarcts. 

"  Pancreas,  abdominal  lymphatics,  supra-renals,  kidneys 
(11  oz.),  ureters,  organs  of  generation,  all  natural. 

"  Some  clear  yellow  fluid  in  each  knee-joint.  The  right 
one  was  opened.  The  cartilages  and  synovial  membrane 
were  not  injected,  and  appeared  healthy." 

Bacteriological  exartiination. — Serum  tubes  inoculated  from 
the  heart's  blood  and  from  the  synovium  of  the  knee-joint 
proved  sterile. 

Microscopical  examination. — The  lungs  shoAved  the  appear- 
ances of  simple  oedema.  A  musculus  papillaris  of  the  left 
ventricle  was  preserA^ed  in  Miiller's  fluid.  On  treating  Avith 
osmic  acid  a  large  proportion  of  the  muscular  fibres  shoAV 
minute  drops  of  fat  in  their  substance.  In  many  others  the 
muscular  fibre  is  cloudy,  and  the  transverse  stride  indistin- 
guishable. The  cells  of  the  intermuscular  connective  tissue 
are  much  more  numerous  than  in  health.  The  deeper  layers 
of  the  endocardium  and  some  of  the  larger  fibrous  septa 
contain  patches  croAvded  with  round  cells.  These  septa  are, 
I  think,  wider  than  the  normal,  and  in  some  places  there  are 
considerable  areas  of  a  fibrous  nature  containing*  few  nuclei. 
There  is  no  endo-arteritis,  but  the  adventitia  of  the  larger 
blood-vessels  (from  about  100  to  300  mm.  in  diameter  across 
the  media)  is  thicker  than  natural. 
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There  is,  therefore,  acute  myocarditis  with  fatty  degene- 
ration of  the  muscle,  and  proliferation  of  the  connective- 
tissue  cells,  and  also,  I  think,  some  old-standing  fibrosis. 
Dr.  Rolleston  has  suggested  to  nie  that  this,  like  the  thicken- 
ing of  the  chordte  teudineee,  may  be  secondary  to  the  previous 
valvular  disease. 

Cases  similar  in  clinical  symptoms  to  this  have  been 
related  by  Dr.  Goodhart  and  by  Dr.  Southej^  in  vol.  xiii  of 
this  Society's  Transactions,  and  by  Dr.  Samuel  West  in 
vol.  xxxiii  of  the  Transactions  of  the  Pathological  Societij, 
and  in  vol.  xiv  of  the  Reports  of  St.  Bartholomew^ s  Hospital. 
Fatty  degeneration  of  the  heart  was  seen  under  the  micro- 
scope by  West  in  both  of  his  cases,  and  tabb}-  striation  of  the 
heart  substance  was  noticed  in  Goodhart's  case.  In  Southey's 
case  the  heart  was  decomposing  at  the  time  of  the  post- 
mortem. There  is  no  mention  in  the  only  cases  microscopically 
examined  of  that  great  collection  of  cells  which  was  a  marked 
feature  in  the  sections  which  I  cut  from  the  present  case. 

Writers  in  standai'd  works  differ  much  in  the  stress  which 
they  lay  upon  myocarditis.  Senator,  in  v.  Ziemssen's  Hand- 
huch  (vol.  xvi),  does  not  mention  it.  Howard,  in  Pepper's 
System  (vol.  ii,  1885),  equally  neglects  it  as  a  cause  of  death. 
Fagge  suggests  that  it  may  account  for  some  deaths,  but 
makes  no  definite  assertion ;  and  Oettinger,  in  the  Traite  de 
Medecine  (vol.  v,  1893),  merely  mentions  it  as  a  curiosity. 
Maclagan,  on  the  other  hand,  devotes  many  pages  to  this 
subject  in  the  Txcentieth  Century  of  Practice  (vol.  ii,  1895). 
But  the  two  cases  which  he  relates  in  support  of  his  opinions 
cannot  be  accepted  in  proof,  for  in  one  only  was  microscopical 
examination  made,  and  in  that  nothing  more  than  cloudy 
swelling  of  the  muscular  tissue  was  observed,  which  is  not 
an  uncommon  appearance  in  acute  fevers  (quoted  also  in 
Rheumatism  b}^  the  same  author,  p.  176,  1881). 

When  Goodhart's  and  Southey's  cases  were  discussed  at 
this  Society  there  was  a  great  divergence  of  opinion.  Dr. 
Bristowe  thought  that  death  was  directly  due  to  the  rheumatic 
poison  ;  Dr.  Maclagan  suggested  that  it  might  be  caused  by 
salicylate  of  sodium  ;  and  Dr.  Southey  believed  that  in  rheu- 
matism "there  sometimes  takes  place  suddenly  a  great 
change  in  the  blood  itself,  which  makes  this  circulate  with 
difficulty." 

I  have  little  doubt,  however,  that  they  were  both  like 
West's  and  my  own — cases  of   death    from    disease  of  the 
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heart  substance, — aud  in  my  own  case  I  ascribe  the  ocdeina 
of  the  lungs  to  the  failure  of  the  heart's  powers.  Whether 
there  is  always,  as  in  my  case,  inflammation  as  well  as  fatty 
degeneration  is  as  yet  doubtful,  nor  do  we  know  hoAv  the 
rheumatism  gaius  access  to  and  affects  the  muscle.  In  the 
case  just  related  the  cell  increase  was  most  marked  just 
beneath  the  endocardium  and  in  the  larger  librous  septa,  but 
it  had  spread  freely  to  a  less  extent  throughout  the  inter- 
muscular tissue,  and  the  endocardium  over  the  patches  of 
cells  was  not  itself  inflamed.  It  does  not,  therefore,  seem 
so  likely  that  the  poison  was  absorbed  through  the  endo- 
cardium, though  this  is  of  course  possible,  as  that  it  permeated 
the  muscular  papillaries  through  the  arterioles  and  capillaries 
within  it.  The  fatty  areas  were  not  those  where  the  cells 
wei-e  most  numei-ous,  so  that  the  two  changes  were  not  con- 
sequent but  concomitant.  Herein  the  appearances  were 
analogous  to  those  of  acute  nephritis,  both  parenchyma  and 
connective  tissue  being  affected  at  once. 

It  is  to  be  noted  that  in  no  case  yet  published  has  rheu- 
matic myocarditis  been  proved  to  exist  without  peri-  or  endo- 
carditis existing  at  the  same  time.  In  the  present  case  both 
were  found,  though  but  to  a  slight  extent.  I  should  think 
that  the  fatty  change  may  have  existed  before  the  fatal 
illness,  but  I  cannot  tell. 

I  do  not  think  it  possible  to  make  an  exact  diagnosis  of  a 
case  like  this.  Three  chief  symptoms  are  ascribed  by  Maclagan 
to  myocarditis, — delirium,  pain  in  the  praecordium  and  epi- 
gastrium, and  cyanosis ;  but  of  these  three  delirium  was 
absent  in  my  case,  and  is  not  mentioned  in  the  cases  I  have 
quoted  above.  The  local  pain  and  the  cyanosis,  without  the 
signs  of  pericarditis,  and  with  no  sufficient  reason  in  the 
condition  of  the  lungs,  ought  to  arouse  the  suspicion  of 
myocarditis,  and  beyond  this  we  can  hardly  advance.  To 
say  that  myocarditis  is  present  because  the  sounds  are  blurred 
or  the  pulse  soft  is  simply  guess-work. 
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XII. — A  case  of  internal  Strangulation  of  a  loop  of 
Small  Intestine  hy  a  fibrous  ring  detached  from 
an  old  hernial  sac  :  operation :  recovery.  By  J. 
Hutchinson,  jun.     Bead  Ja,nuary  28,  1898. 

IN  the  London  Hospital  College  Museum  there  is  a  specimen 
placed  there  by  Mr.  McCarthy  (No.  1288),  which  is  of 
extreme  interest  and  considerable  rarity.  There  is  a  drawing 
of  this  specimen  in  the  Pathological  Society's  Transactions 
for  1881,  page  80,  showing  the  sac  of  aright  inguinal  hernia, 
together  with  a  small  fibrous  ring  which  had  been  detached 
from  the  neck  of  the  sac,  and  had  caused  fatal  strangulation 
of  a  loop  of  small  intestine. 

The  case  about  to  be  narrated  had  precisely  the  same 
pathology  as  the  one  from  which  Mr.  McCarthy  obtained  this 
specimen,  and  a  brief  note  as  to  the  latter  may  now  be  given. 
The  patient  was  a  man  tet.  61,  who  had  had  for  long  a 
right  inguinal  hernia.  This  became  strangulated,  and  was 
reduced  by  taxis.  The  symptoms  of  peritonitis  followed,  and 
he  died  four  days  after  the  reduction.  At  the  post-mortem 
examination  tlie  intestines  Avere  found  coated  with  lymph  : 
"  in  the  left  hypochondriac  region  was  a  loop  of  intestine 
about  a  foot  in  length,  gangrenous,  and  very  tightly  con- 
stricted by  a  fibrous  ring,  Avhich  was  smooth  at  the  upper 
margin  and  rough  below.  This  ring  was  very  evidently  the 
detached  margin  of  the  upper  part  of  the  sac." 
The  notes  of  my  own  case  are  as  follows : 
J.  W.,  set.  50,  admitted  September  1,  1897,  with  the 
diagnosis  of  intestinal  obstruction. 

Previous  history. — Up  till  August  28  he  had  been  in 
perfect  health,  and  continually  at  work  as  a  stone-mason. 
Has  had  a  large  right  inguinal  hernia  for  four  years,  for 
which  he  has  never  worn  a  truss,  and  which  he  has  been 
always  able  to  reduce  himself  until  August  28,  when  it  got 
much  larger,  and  he  could  not  reduce  it.  Whilst  at  work  on 
August  28  pain  came  on  all  over  the  abdomen ;  vomiting 
commenced  on  the  same  day,  and  continued  constantly  with 
the  pain  until  September  1,  when  he  came  to  the  hospital 
and  was  admitted,  the  bowels  not  having  been  opened  since 
August  28,  and  no  flatus  passed. 

On  admission. — Patient  had  a  large  right  inguinal  hernia. 
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which  was  not  strangulated,  and  was  easily  reduced ;  his 
abdomen  was  uniformly  distended,  hyper-resonaut,  not 
tender,  and  distended  coils  of  intestine  could  be  felt ;  he  had 
no  constitutional  symptoms  whatever.  Fer  rectum  nil.  He 
was  given  a  large  soap  enema,  with  tlie  result  of  bringing 
away  some  small  hard  scybala. 

On  September  2  he  was  still  in  same  condition,  and 
vomited  once  in  the  morning  after  a  little  milk ;  was  given  a 
turpentine  enema  with  same  result  as  before,  and  again  in 
the  evening  he  was  given  another  enema,  with  also  same 
result  of  some  small  hard  scybala. 

On  the  third  day,  September  o,  the  symptoms  were  prac- 
tically unaltered,  no  result  followed  repeated  enemata,  the 
abdomen  was  a  little  more  distended,  but  the  sickness  was 
only  slight. 

Believing  that  there  was  some  mechanical  obstruction  to 
the  intestine,  I  opened  the  abdomen  below  the  umbilicus  ; 
there  was  no  sign  of  peritonitis,  and  the  cause  of  the  obstruc- 
tion was  quickly  found — a  loop  of  small  intestine  passed 
through  a  complete  fibrous  ring  exactly  like  stout  catgut.  It 
will  be  understood  that  this  ring  was  wholly  free  from  any 
attachment  to  abdominal  wall,  mesentery,  intestine,  or  great 
omentum.  The  ring  was  at  once  cut  through,  and  was  found 
to  have  abraded  the  peritoneal  wall  of  the  loop  of  gut,  but 
there  was  no  reason  to  fear  gangrene  of  the  latter.  The  ring 
probably  measured  about  an  inch  in  diameter. 

The  patient  took  the  aneesthetic  badly,  and  it  was  neces- 
sary to  hurry  over  the  operation,  so  that  I  cannot  say  what 
part  of  the  small  intestine  had  been  nipped. 

It  is  unnecessary  to  add  anything  about  the  after  pro- 
gress of  the  case,  except  that  the  bowels  were  spontaneously 
opened  on  the  day  after  operation,  and  that  the  patient  left 
the  hospital  at  the  end  of  three  weeks  wearing  a  truss  on  the 
right  side. 

It  will  have  been  seen  that  this  case  was  an  exact  repro- 
duction of  Mr.  McCarthy's  one,  except  that,  fortunately,  my 
patient  allowed  an  operation  to  be  performed  in  time  to 
relieve  the  obstruction. 

The  ring  of  lymph  was  certainly  derived  from  the  neck 
of  the  hernial  sac,  but  exactly  when  it  was  detached  can 
hardly  be  decided.  Although  it  was  very  tirm  it  seems  pro- 
bable that  it  was  detached  on  August  28,  i.e.  six  days  before 
the  operation,  for  it  is  impossible  to  believe  that  the  ring 
could  have  been  free  in  the  abdomen  and   the  intestine  in- 


88       Case  of  Strangulation  of  Loop  of  Small  Intestine. 

sinuated  itself  into  it ;  in  other  words,  the  ring  of  lymph  and 
contained  intestine  must  have  been  pushed  up  at  the  same 
time. 

It  is  probable  that  this  rare  and  interesting  form  of 
obstruction"^  occurs  only  in  those  cases  of  hernia  in  which 
taxis  is  frequently  performed  by  the  patient,  and  by  this 
means  the  formation  and  detachment  of  a  ring  made  easy. 

It  would  have  been  quite  impossible  to  reach  or  detect 
the  seat  of  obstruction  through  the  inguinal  canal ;  the  same 
was  true  of  Mr.  McCarthy's  case,  where  the  strangulated  loop 
lay  in  the  left  hypochondriac  region. 

These  cases,  therefore,  argue  in  favour  of  opening  the  abdo- 
men in  the  middle  line  ichen  the  symptoms  of  obstruction  have 
persisted  after  reduction  of  a  hernia.  Even  the  exainp)les  of 
true  reductio  en  masse  are  best  dealt  xoith  through  the  median 
abdominal  route. 

*  Mr.  Laugtou  has  kindly  referred  me  to  ii  similar  case,  the  specimen  from 
which  is  in  the  Dupuytren  Museum. 
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XIII. — A  case  of  Arteritis  Obliterans  affecting  Three 
Limbs,  with  photo (jra'phs  of  the  microscopical  ap- 
pearance of  the  arteries  in  the  amputated  leg.  By 
Walter  G-.  Spencer.     Bead  Januari/  28,  1898. 

niHE  case  was  shown  at  the  Clinical  meeting  on  January  14, 
1      1898. 

General. — Arteritis  obliterans  is  well  known  in  connection 
with  the  cerebral,  coronary,  and  pulmonary  arteries,  and 
attention  was  especially  drawn  to  the  subject  by  Friedlander. 
It  is  often  the  result  of  syphilis  or  alcoholism,  but  it  appears 
that  it  may  be  seen  in  these  arteries  without  the  intervention 
of  the  above  causes. 

With  regard  to  the  occurrence  of  arteritis  obliterans  in 
the  arteries  of  the  limbs,  the  term  is  not  here  used  as 
synonymous  with  obstruction  such  as  may  occur  from  em- 
bolism, thrombosis,  atheroma,  or  calcareous  arterio-sclerosis. 
It  is  also  clearly  distinguished  from  gangrene  following 
on-  Raynaud's  symptoms.  Confining  attention  to  arteritis 
obliterans  proper,  we  have  the  cases  described  by  von  Wini- 
water  and  by  Widenmann,  occurring  in  old  patients,  in  which, 
whilst  there  was  undoubted  thickening  of  the  intima,  yet, 
owing  to  the  age  of  the  patients  and  their  other  complications, 
one  may  doubt  whether  the  cases  were  not  allied  to  more 
familiar  forms  of  arterial  disease. 

We  may  also  leave  out  of  view  the  cases  of  arteritis 
obliterans  due  to  syphilis  and  alcoholism,  in  which  the 
arteries  of  the  limbs  share  in  the  disease  of  the  cerebral  or 
coronary  arteries.  Moreover  there  are  published  cases  of 
arteritis  obliterans  which  one  must  pass  by  on  account  of  the 
absence  of  prolonged  clinical  observation  and  of  pathological 
evidence. 

3Ir.  Pearce  Goidd's  case. — Mr.  G-ould  showed  a  case  to  the 
Society  in  1884,  and  recorded  it  in  the  Transactions ;  he  pub- 
lished another  note  in  1886,  and  has  further  informed  me  that 
he  heard  of  the  patient  about  three  years  ago  as  being  well 
and  doing  all  his  work.  The  patient  was  a  young  man 
aet.  19,  a  teetotaler,  who  had  not  had  venereal  disease,  nor 
Avas  there  anything  in  the  patient's  previous  histoiy  to 
clearly  account   for   the   affection.     He   had  first  noticed  in 
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April,  1883,  that  the  fingers  of  the  right  hand  became  dark, 
then  weak  and  cold,  followed  by  sickening  pain.  This  used 
to  happen  during  work,  whilst  after  an  hour's  rest  the  hand 
aud  forearm  became  warm  and  strong  again.  In  August, 
1883,  gangrenous  sores  commenced  on  the  middle  finger, 
then  on  the  thumb.  When  first  seen  pulsation  was  absent 
from  the  brachial  below  a  point  a  little  above  the  elbow. 
Under  observation  the  pain  became  moi-e  severe,  pulsation 
gradually  disappeared  from  the  brachial  up  to  the  axillary, 
leaving  a  pulseless  cord,  but  the  superior  profunda  artery 
could  be  felt  beating  above  the  outer  condyle  of  the  humerus. 
Dry  gangrene  attacked  the  ends  of  the  thumb,  middle  and 
ring  fingers,  and  it  was  in  this  state  that  the  patient  was 
shown  to  the  Society.  The  dead  finger  tips  were  afterwards 
removed.  In  October,  1886,  Mr.  Gould  found  that  the  third 
part  of  the  right  subclavian  and  the  axillary  arteries  had  also 
become  pulseless  cords,  but  there  had  been  no  further  gan- 
grene. Three  years  ago  the  man  was  at  work  in  good 
health. 

The  chai'acteristic  features,  therefore,  of  Mr.  Gould's  case 
of  arteritis  obliterans  are — the  occurrence  of  obliterative 
arteritis  in  the  limb  of  a  young  man,  in  the  absence  of  any-  of 
the  recognised  causes  of  arterial  disease,  which  progressed 
for  a  time,  then  became  spontaneously  arrested,  and  this  was 
followed  by  a  return  to  good  health,  which  has  been  main- 
tained for  more  than  ten  years. 

Dr.  Hadden  recorded  a  similar  case  shortly  afterwards, 
but  the  period  under  observation  was  more  limited.  My 
case  is  a  similar  one  to  Mr.  Gould's,  only  more  extensive,  and 
1  am  further  able,  unfortunately  for  the  patient,  to  demon- 
strate the  condition  of  the  arteries. 

The  author's  case. — The  patient  was  an  omnibus  driver, 
set.  27,  who  was  admitted  to  the  Westminster  Hospital  on 
October  27,  1897.  Eleven  years  before  he  had  had  gonor- 
rhoea and  sores  which  lasted  nine  weeks,  but  these  were  not 
followed  by  any  syphilitic  or  gonorrhceal  complications,  and 
the  urethi'a  was  found  upon  examination  to  be  perfectly 
healthy.     He  had  not  taken  alcohol  to  excess. 

His  mother  and  two  brothers  died  of  phthisis,  and  a  sister 
is  now  suffering  from  her  chest.  For  three  months  before 
admission,  i.  e.  during  August,  September,  and  October,  he 
found  his  left  foot  and  leg  getting  cold  at  times,  and  he  had 
to  rub  them  to  regain  warmth.     A  sore  formed  on  the  little 
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toe,  wliicli  healed  and  broke  down  again.  Three  weeks  before 
admission  his  left  foot  changed  colour  to  a  bluish  red,  then 
a  dark  spot  formed  on  the  great  toe.  The  left  foot  became 
painful,  especially  at  night  across  the  base  of  the  toes,  and  a 
week  before  admission  pain  began  over  the  upper  course  of 
the  anterior  tibial  artery. 

When  first  seen  his  left  leg  and  foot  were  a  dusky  red, 
and  there  was  a  patch  of  gangrene  on  his  great  and  little 
toes.  On  the  rest  of  the  toes,  the  instep,  and  the  front  of 
the  leg  the  dusky  colour  partly,  but  not  completely,  disap- 
peared on  finger-pressure.  No  pulsation  could  be  felt  in  the 
left  leg,  and  a  cord  occupied  the  line  of  the  femoral  artery. 

The  right  leg  and  foot  were  cold,  but  the  colour  was  good 
except  on  the  plantar  surface  of  the  great  toe,  where  there 
was  a  bluish-black  patch,  the  colour  of  which  did  not  disap- 
pear on  pressure.  There  was  no  pulsation  in  the  right  leg, 
and  a  cord  had  replaced  the  femoral  artery,  but  the  patient 
had  only  felt  slight  pain  and  numbness  in  this  limb. 

No  pulsation  could  be  felt  nor  sound  heard  over  the 
abdominal  aorta  and  iliacs,  but  this  may  be  partly  accounted 
for  by  the  poor  general  circulation. 

In  the  right  arm,  which  was  colder  than  the  left,  but  in 
which  nothing  abnormal  had  been  felt,  the  subclavian, 
axillary,  and  brachial  arteries  were  much  smaller  than  on 
the  left  side;  the  radial  was  very  small,  the  ulnar  scarcely  to 
be  felt. 

The  arteries  of  the  left  arm  were  normal,  the  radial  pulse 
was  of  low  tension,  soft  and  not  tortuous.  The  temporal 
arteries  were  similar.  The  heart,  lungs,  urine,  and  cerebral 
circulation  were  normal. 

The  affected  limbs  were  well  wrapped  in  cotton  wool,  and 
the  gangrenous  spots  dusted  with  iodoform.  He  was  given 
whatever  he  would  take,  also  coffee  and  opium.  Iodides  had 
no  effect,  and  were  soon  stopped.  The  pains  increased,  and 
there  were  paroxysmal  attacks  during  which  the  muscles  of 
the  left  calf  became  tender  and  rigid.  Opium  and  morphine 
were  given  in  increasing  doses  until  he  was  having  one  grain 
of  opium  extract  every  four  hours  and  half  a  grain  of  mor- 
phine subcutaneously  three  times  a  day.  In  spite  of  the 
narcotics  he  only  slept  fitfully ;  he  was  generally  to  be 
seen  half  sitting,  looking  anxiously  at  his  leg  and  sweating 
from  pain.  Dry  gangrene  advanced  to  involve  the  toes  and 
the  skin  of  the  instep  and  front  of  the  leg.  His  appetite 
was  bad,  he  lost  flesh,  his  pulse  became  more  feeble,  and 


92  Mr.  Speucer's  Case  of  Arteritis  Obliterans. 

during  the  week  before  amputation  the  temperature  rose  to 
101-2°  F. 

On  November  19  amputation  was  done  through  the 
middle  of  the  left  thigh^  and  the  stump  healed  without  inci- 
dent. He  at  once  lost  all  pain,  and  the  temperature  fell  to 
normal.  Sleep  and  appetite  returned,  and  the  pulse  tension 
recovered.  The  right  foot  commenced  to  desquamate,  the 
dusky  patches  of  epidermis  peeled  off,  and  in  six  weeks  the 
skin  of  the  foot  was  quite  healthy.  The  right  arm  and  leg 
have  become  warmer  from  the  improved  circulation ;  there  is 
now  good  pulse  tension,  but  there  is  no  evidence  of  increased 
patency  of  previously  obstructed  vessels.  The  abdominal 
aorta  aud  iliacs  are  not  to  be  felt  at  all  plainly. 

The  condition  of  the  blood-vessels  hi  the  left  leg. — At  the 
amputation  the  femoral  artery  in  the  middle  of  the  thigh  was 
filled  by  a  firmly  adherent  clot,  and  there  was  no  pulsation  in 
the  proximal  cut  end  after  the  elastic  band  had  been  removed. 
The  femoral  vein  was  patent,  and  one  other  small  vessel 
between  the  sciatic  nerve  and  the  femur  required  to  be  liga- 
tured, besides  which  there  was  no  bleeding  point  and  very 
little  oozing.  On  dissecting  the  amputated  limb  the  popliteal 
and  upper  tibials  were  found  to  be  likewise  filled  with  an 
adherent  clot,  but  the  wall  of  the  artery  was  not  obviously 
altered.  The  lower  end  of  the  posterior  tibial  and  the  plantars 
were  thickened,  not  tortuous  nor  hard.  The  lumen  had  been 
much  reduced,  but  was  free  from  clot.  The  anterior  tibial 
and  dorsalis  pedis  were  more  completely  obstructed,  and  the 
skin  was  gangrenous  over  their  course. 

The  microscopical  sections  were  taken  from  the  popliteal 
posterior  tibial  and  plantars,  in  connection  with  which  no 
gangrene  had  yet  developed.  As  the  photographs  show,  the 
disease  consisted  in  a  fibrous  thickening  of  the  intima  com- 
mencing between  the  endothelium  and  the  elastic  lamina, 
causing  first  of  all  a  projection  towards  the  lumen,  then  an 
invasion  and  replacement  of  the  elastic  lamina  by  fibrous 
tissue,  and  further  some  fibrous  thickening  of  the  media. 
This  change  was  found  in  the  lower  portion  of  the  tibial  and 
in  the  plantars.  It  was  not  concentric  in  arrangement,  pro- 
jections taking  place  into  the  lumen  at  one  or  more  points, 
leaving  the  intima  at  other  points  of  the  circumference  of 
the  lumen  practically  unaltered.  The  popliteal  and  upper 
tibial  arteries  show  no  alteration  of  the  wall  but  a  blending 
of  the  intima  and  endothelium  with  the  thrombus,  so  that 
internal  to  the  elastic  lamina  there  is  no  sharp  line  of  demar- 
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Fig.  I. — Arteritis  Obliterans.  (Low  Power.)  Plantar  Artery,  the  intinia 
within  the  intact  elastic  lamina  is  thickened  in  parts,  in  other  places 
there  is  no  thickening. 


Fig.  II.— Arleriti.s  Obliterans.  (High  Power  ^-in.)  Posterior  Tibial 
Artery,  lower  end,  intima  thickened  except  at  one  part.  The  elastic  lamn:a 
is  interrupted  at  one  point  where  the  fibrous  tissue  is  invading  the  media. 


Printed  and  Eni;ravi:d  by  Hale  &  Oanidssoih  Ltd..  London. 
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Fig.  III.— Arteritis  Obliterans.  (Higii  Power  ^-in.)  Posterior  Tibial 
Artery  iu  lower  third  of  leg.  The  lumen  contained  a  little  clot.  The 
whole  circumference  of  the  intima  is  thickened  by  fibrous  tissue.  INIuch 
of  the  elastic  lamina  has  disappeared.  The  media  is  also  infiltrated  by 
fibrous  tissue. 


Fig.  IV. — Arteritis  Obliterans.  (High  Power  ^V-in.)  Plantar  Artery. 
The  intima  is  greatly  thickened  by  fibrous  tissue  in  which  the  elastic 
lamina  is  lost.     The  fibrous  change  has  invaded  also  the  media. 


Printed  and  Engraved  by  Bale  &  Daniclsson.  Ltd..  London. 
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Fig.  v.— Arteritis  Obliterans.  Popliteal  Artery  filled  by  an  adherent 
thrombus  which  blends  with  the  inner  layers  of  the  intima,  the  rest  of 
the  artery  wall  is  unaltered. 


Printed  and  Engraved  by  Bale  &  Oaniefsson,  Ltd.,  London. 
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cation  between  tlic  intima  and  the  outer  organised  lamina)  of 
the  clot.  The  calf  muscles  show  slight  interstitial  myositis, 
but  the  arterioles  in  them  do  not  appear  to  have  altered. 
The  veins  are  all  patent. 
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XIV. — A  case  of  Hudroneijlirosis  loitli  Stone  in  left 
Ureter :  successful  retro-peritoneal  uretero-lithotomj/. 
By  H.  Betham  Robinson,  M.S. Loud.  Bead  Feb- 
ruari/  11,  1898. 

IN  the  Bi-itish  Medical  Journal  of  September  11,  1897,  there 
appeared  tlie  details  of  a  case  in  which  in  June  last  I 
successfully  removed  a  stone  from  the  right  ureter.  I  have 
now  the  honour  to  bring  before  this  Society  a  second  case  of 
a  similar  nature,  with  an  equally  successful  issue. 

Kate  M.,  Kt.  IG,  was  admitted  into  St.  Thomas's  Hospital 
on  August  7,  1897.  The  family  history  was  a  good  one,  and 
there  was  no  history  of  any  serious  illnesses.  About  ten  years 
ago  she  first  had  some  symptoms  of  "  colic,"  and  it  was  then 
stated  by  her  doctor  that  she  had  a  "  renal  calculus."  About 
two  years  ago  marked  symptoms  definitely  appeared  :  she  had 
pain  on  the  left  side  of  the  abdomen,  which  lasted  for  three 
days  and  then  ceased,  and  since  that  time  she  has  had  attacks 
about  every  six  weeks,  in  the  meantime  being  quite  well  and 
free  from  pain.  Latterly  the  pain  had  been  more  sevei'e,  and 
some  swelling  on  the  left  side  of  the  abdomen  had  been 
noticed.  Very  little  information  could  be  given  as  to  any 
variation  in  the  amount  of  urine  passed,  but  it  had  been 
noticed  that  the  urine  was  blood-stained  at  the  time  of  the 
painful  attacks.  The  catamenia  started  eight  months  ago,  at- 
tended with  some  pain,  and  has  appeared  fairly  regular  since. 

On  admission  the  abdomen  was  more  rigid  on  the  left  side, 
where  a  rounded  mass  could  be  felt  in  the  hypochondriac 
region,  projecting  somewhat  to  the  right  of  the  mid-line. 
Over  this  swelling,  which  passed  up  beneath  the  costal  arch, 
there  was  less  resonance  on  percussion.  Some  fluctuation 
could  be  obtained  from  front  to  back.  Urine  sp.  gr.  1012, 
alkaline,  no  sugar,  but  a  little  albumen. 

On  August  9  she  had  an  attack  of  pain  and  was  very  sick. 
She  complained  severely  of  the  feeling  of  tension  in  the  left 
loin.  This  attack  lasted  longer  than  usual,  continuing  until 
the  16th,  when  the  symptoms  lessened.  The  urine  contained 
a  considerable  quantity  of  blood  and  "  stellar  "  phosphates. 

On  August  17  my  colleague.  Dr.  Hector  Mackenzie,  asked 
me  to  see  the  patient,  and  on  examination  under  ether  a  hard 
body  could  be  felt  on  vaginal  examination  on  the  left  side  and 
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posterior  to  tlic  upper  part  of  the  vagina;  the  body  appeared 
fixed.  On  palpating  the  abdomen  over  the  course  of  the 
ureter  there  was  decicknl  fuluoss,  suggesting  a  dihited  tul)e. 
Operation  for  removal  of  tiio  stone  was  decided  on^  which  was 
done  on  August  19. 

An  incision  about  5.^  inches  long  was  made  from  just 
above  the  internal  abdominal  ring  upwards  and  outwards,  at 
iirst  parallel  to  Poupart's  ligament^  but  above  the  anterior 
superior  iliac  spine  it  turned  inwards  somewhat.  The  muscles, 
&c.,  were  divided  layer  by  layer  down  to  the  peritoneum, 
and  the  latter  was  then  carefully  displaced  over  the  iliac 
vessels  and  below  the  pelvic  brim.  The  ureter  was  exposed, 
much  dilated,  typically  sausage-like,  and  it  was  bared  to  the 
spot  where  it  was  entering  the  Avail  of  Douglas's  pouch. 
With  a  fine  trocar  the  ureter  was  punctured  for  safety's  sake, 
and  on  urine  escaping  it  was  Avithdrawn,  and  an  incision  one 
inch  long  made  in  the  length  of  the  tube  and  on  its  outer 
side.  There  was  now  a  great  gush  of  urine,  very  smoky, 
and  containing  some  debris  of  old  blood.  When  this  had 
drained  away  the  wound  Avas  Aviped  as  dry  as  possible.  On 
introducing  my  right  index  finger  the  stone  could  be  easily 
felt  Avithin  reach  ;  it  was  very  spiny,  and  the  mucous  membrane 
embraced  it  so  tightly  that  it  was  with  difficulty  separated  : 
this  separation  was  greatly  aided  by  the  stone  being  pushed 
upwards  by  the  other  index  finger  in  the  vagina.  When  freed 
the  stone  was  seized  by  a  small  pair  of  stone  forceps  and  ex- 
tracted. The  stone,  Avhich  is  rather  cylindrical  Avith  rounded 
ends,  measures  five  eighths  of  an  inch  long  and  three  eighths 
of  an  inch  in  diameter,  and  weighs  twenty-five  grains;  it  is 
composed  of  oxalate  of  lime,  the  crystals  on  the  surface  being 
also  oxalate  of  lime  ;  the  nucleus  is  ammonium  urate. 

After  sAvabbing  the  Avound  Avell  out  Avith  1  in  3000  per- 
chloride  the  ureter  was  closed  Avith  six  stitches  of  fine  silk 
introduced  by  Lembert's  method.  The  muscles  Avere  united 
layer  by  layer  Avitli  fine  silk,  and  the  skin  Avound  closed  with 
silkworm  gut  and  horsehair.  A  gauze  drain  was  left  at  the 
lower  angle  of  the  wound,  passing  down  close  to  the  ureteral 
wound.     Cyanide  dressings  Avere  v:sed. 

August  20. — Very  satisfactory  night,  and  no  complaint  of 
pain.  Temperature  normal.  The  urine  passed  contains  a 
quantity  of  recent  blood. 

August  21. — Very  comfortable.  Wound  dressed  and 
gauze  drain  removed.  No  leaking  from  ureter.  Very  small 
gauze  drain  just  introduced  through  abdominal  Avail.     Temp. 


96  Mr.  Robinson's  Catte  of  Uretero-litkotoviy . 

99"8°  last  night,  but  since  normal.     Very  raucli  less  blood  in 
urine. 

August  22. — Enema  given  with  good  result,  relieving 
feeling  of  fulness.  Nothing  untoward  to  note.  Temperature 
normal.     Blood  in  urine  very  small  in  amount. 

August  24. — Dressed,  and  the  small  drain  removed  with 
escape  of  some  serous  fluid,  not  urinous.  Small  drain  re- 
introduced.    Slight  haematuria. 

August  26. — Dressed,  and  nearly  all  stitches  removed. 
Still  a  little  fluid,  slightly  offensive  on  removing  gauze.  She 
is  quite  well,  with  a  normal  temperature. 

August  27. — Dressed  again  and  rest  of  stitches  removed. 
Drain  taken  out  and  not  replaced ;  no  discharge  ;  wound  has 
practically  healed. 

In  another  week  the  wound  was  absolutely  healed.  In 
this  period  she  could  not  have  felt  better,  being  deeply  grate- 
ful for  the  removal  of  the  pain,  &c.,  she  had  suffered  so  many 
years. 

Over  the  kidney  region  there  is  no  fulness  at  all  and  no 
tenderness.  Urine  contains  now  no  blood,  and  shows  only 
slight  trace  of  albumen;  gives  10  grains  of  urea  to  the  ounce, 
with  a  daily  average  of  25  ounces  of  urine  passed,  this  daily 
amount  not  differing  perceptibly  from  that  passed  before  the 
operation. 

Since  leaving  the  hospital  she  has  remained  perfectly 
well,  without  any  pain  or  any  other  drawback. 

Ver}'  little  there  is  to  comment  on.  This  case  is  another 
proof  how  satisfactorily  and  safely  such  an  operation  can  be 
done.  Some  may  urge  that  an  attempt  might  have  been 
made  to  remove  the  stone  by  cutting  from  the  vagina  into 
the  floor  of  the  broad  ligament  (Cabot's  operation).  Such  a 
method  would  probably  have  courted  disaster  at  the  time,  but 
it  is  certain  that  the  sequel  would  be  a  troublesome  if  not  in- 
curable uretero-vaginal  fistula. 
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XV, — Gases  of  Latent  and  Ephemeral  Pericardial 
Effusion.  Qj  Wm.  Ewart,  M.D.Cantab.,  F.R.C.P. 
Bead  Fehritary  11,  1898. 

r'pHE  interest  attaching  to  all  intra-pericardial  events, 
-L  wlietlier  affecting  the  heart  or  the  membrane,  and  the 
serious  light  in  which  pericardial  effusion  is  justly  regarded, 
are  an  excuse  for  calling  attention  to  a  group  of  effusions 
which  arc  both  slighter  in  extent  and  more  limited  in  dura- 
tion than  the  large  serous  accumulations  commonly  described. 

The  practical  aspect  which  first  claims  our  consideration 
is  their  frequency.  They  would  seem  to  occur  almost  daily 
within  the  reach  of  clinical  observation,  yet  it  is  doubtful 
whether  they  are  often  diagnosed.  The  question  whether 
there  is  any  novelty  in  a  recognition  of  this  frequency  is  one 
of  which  this  Society  will  probably  be  the  best  judge,  for  it  is 
a  question  upon  which  medical  literature  throws  very  little 
light.  Clinical  facts  may  be  so  obvious  and  trite  as  not  to 
need  any  comment,  even  in  text-books;  but  judging  from 
everyday  experience  in  the  wards_,  the  facts  to  which  this 
paper  refers  are  clearly  not  of  that  order.  The  writer's  own 
previous  ignorance  concerning  them  during  a  series  of  years 
devoted  to  clinical  practice  would,  had  it  stood  alone,  have 
possessed  little  significance,  but  on  comparing  notes  with 
others  it  does  not  appear  to  have  been  singular. 

A  similar  conclusion  may  be  drawn  from  the  way  in  which 
this  subject  is  closely  approached  by  a  small  number  of 
writers,  and  yet  not  dealt  with  on  its  own  merits.  The  stress 
which  they  lay  upon  the  frequent  failures  of  diagnosis  in 
connection  with  the  early  stages  of  the  larger  effusions  empha- 
sises the  absence  of  any  direct  reference  to  the  frequent 
occurrence  of  the  minor  ones. 

Distant  allusions  bearing  in  the  direction  of  these  obser- 
vations are  not  uncommon.  It  has  often  been  remarked  that 
the  post-mortem  vestiges  of  pericarditis  are  more  frequentlv 
noted  than  its  presence  during  life  ;  and,  as  stated  by  Osier, 
"  probably  no  serious  disease  is  more  frequently  overlooked 
by  the  practitioner."  Osier  ^  refers  to  the  fact  that  "  in 
children  the  disease  may,  like  pleurisy,  come  on  without  local 
symptoms These  latent  cases    are  often  tubercular." 

*  Principles  and  Practice  of  Medicine,  2iul  edition,  1895,  p.  G19. 
VOL.  XXX[.  7 
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And  again,'^  "There  are  rare  instances  in  which  effusion 
occurs  after  scarlet  fever  with  few,  if  any,  other  dropsical 
symptoms.     It  is  frequently  overlooked." 

Fagge  and  Pye-Sniith  t  also  admit  that,  "  when  part  of  a 
general  dropsy,  passive  eifusion  is  probably  seldom  recognised 
during  life."  Rather  more  definite  statements  as  to  the  fre- 
cpiency  of  this  latent  effusion  are  those  of  Walslie, j  who  says 
in  describing  pericarditis,  "  In  some  few  subjects,  however, 
all  indications  are  wanting, — the  affection,  completely  latent, 
is  only  to  be  detected  by  objective  evidence.  Such  latency  of 
course  is  more  common  in  the  diathesis  of  '  Bright's  disease ' 
than  under  other  circumstances,  but  I  have  a  considerable 
number  of  cases  recorded  in  the  hospital  books  where  even 
in  rheumatic  fever  all  the  physical  signs  of  exudation  and  of 
moderate  serous  effusion  existed,  without  the  slightest  pain 
or  functional  disturbance  of  the  heart." 

I  need  not  detain  the  Society  with  a  recital  of  many  cases, 
since  opportunities  for  a  personal  acquaintance  with  the 
affection  will  arise  in  the  practice  of  all  physicians.  The 
three  cases  described  in  this  paper  derive  some  value  from 
the  fact  that,  before  they  came  under  my  own  observation, 
they  had,  after  careful  physical  examination,  been  diagnosed 
as  cases  of  cardiac  disease  by  separate  and  highly  competent 
observers.  Moreover  they  are  good  illustrations  of  the  fea- 
tures of  latency  and  of  short  duration.  But  a  set  of  cases  more 
illustrative  of  the  ^etiological  varieties  will  be  found  in  the 
Lancet  for  November  21,  1896.  The  three  cases  reported 
there  were  under  my  treatment  simultaneously,  and  were 
respectively  due  to  chronic  nephritis,  to  valvular  disease,  and 
to  acute  rheumatism. 

Case  1. — Isaac  W.,  set.  65,  carpenter,  admitted  Septem- 
ber 1,  1897  (Med.  Reg.,  1420).  Always  healthy;  invalided 
from  the  navy  (fet.  27)  for  palpitation;  no  gout,  no  syphilis, 
but  has  drunk  rather  heavil}^,  chiefly  beer.  In-patient  for 
three  months,  with  nephritis,  in  St.  George's  Hospital  in  1877. 
He  has  since  then  always  been  well,  and  never  away  from 
work.     Has  passed  much  urine  at  night  for  several  years. 

On  August  14  went  to  bed  quite  well.  On  15th  at 
5.30  A.M.  was  unable  to  wash  owing  to  short  breath.  Three 
days  previousl}'  there  had  been  slight  swelling  of  the  feet ; 

*  Loe.  cit.,  p.  62fi. 

t   Text-book  of  the  Principles  and  Practice  of  Medicine,  3rd  edition,  1891, 
p.  98. 

J  Diseases  of  the  Heart  and  Great  Vessels,  4th  edition,  1873,  p.  229. 
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this  iTiorninef  tlioro  was  rather  more  of  it.  He  lias  remained 
indoors  since  then,  suiforing'  more  and  more  from  dyspncca, 
not  relieved  by  medicines.  Three  days  before  admission,  after 
rising  in  his  usual  condition  at  7  a.m.,  he  experienced  sudden 
dyspnoea  at  11  a.m.,  and  the  legs  rapidly  swelled,  although 
they  had  not  been  swollen  in  the  earlier  morning,  so  that  he 
could  not  put  on  his  boots.  With  the  dyspncca  there  was 
great  pr.Dcordial  oppression.  He  took  to  his  bed  and  i^emained 
there  till  admission. 

On  examination  the  respiratory  sounds  were  impaired, 
laboured,  and  wheezy;  no  pleuritic  dulness.  The  pulse 
regular,  rather  weak,  with  increased  tension.  The  urine,  of 
sp.  gr.  1012,  acid  and  clear;   a  cloud  of  albumen  present. 

Heart :  the  pra3cordial  dulness  Avas  increased,  the  impulse 
not  felt,  and  the  sounds  distant. — signs  which  were  regarded  at 
the  time  of  his  admission  as  those  of  "  considerable  cardiac 
dilatation." 

The  case  had  been  sent  up  from  the  out-patient  room  as 
one  of  granular  kidney  with  dilated  left  ventricle — a  view 
also  arrived  at  by  those  who  examined  the  patient  in  the 
Avards.  I,  too,  was  struck  with  the  marked  renal  aspect,  and 
the  sallow,  pale  complexion,  combined  with  obvious  struggle 
for  breath.  The  general  features  of  the  case  appeared  to  be 
those  of  secondary  emphysema,  bronchitis,  or  asthma  occurring 
in  chronic  renal  disease.  On  percussing  out  the  right  border 
of  the  precordial  area  the  characteristic  outline  of  pericardial 
dulness  shown  in  the  tracing"^  was  at  once  discovered,  and  the 
diagnosis  of  effusion  was  confirmed  by  the  recognition  of  a 
well-marked  dorsal  dull  patch. 

The  results  of  subsequent  examinations  day  by  day  are 
shown  on  the  composite  tracing.  It  will  be  seen  that  on  the 
third  day  the  dulness  due  to  the  effusion  had  disappeared.  Its 
replacement  by  a  normal  proecordial  dulness  did  not  support 
the  diagnosis  of  renal  hypertrophy  of  the  heart  with  dilatation, 
and  the  patient's  rapid  return  to  perfect  health  and  strength, 
the  cessation  of  the  albuminuria,  the  absence  of  tension  in  the 
pulse  in  spite  of  his  age,  and  his  feeling  of  well-being  were  as 
many  proofs  of  the  perfect  soundness  of  his  kidneys,  of  his 
heart,  and  of  his  constitution. 

The  attack  had  been  one  of  congestive  bronchitis  and 
albuminuria  leading  to  transient  pericardial  effusion.  The 
date  of  onset  of  the  effusion  cannot  be   accurately  fixed,  but 

*  This,  and  other  tracings  referred  to,  were  exhibited  .at  the  meeting  (see 
diagrams,  p.  102). 
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the  sudden  dyspnoea  in  the  forenoon  was  the  beginning  of 
the  acute  symptoms,  and  therefore  most  probably  also  of  the 
pericardial  effusion  which  he  presented  when  admitted  into 
the  hospital. 

Case  2. — The  following  is  another  striking  instance, 
under  my  care  at  the  same  time  as  the  first,  of  pericardial 
effusion  simulating  grave  cardiac  disease, — the  diagnosis 
of  cardiac  dilatation  having  been  made  by  separate  observers 
after  careful  examination. 

John  J.,  set.  43,  gardener  (Med.  Reg.,  1454),  a  man  of 
short  sturdy  lines,  broad  and  deep  chest,  but  depressed  and 
languid  aspect,  with  clubbed  fingers,  right  scrotal  hernia,  and 
much-decayed  teeth,  was  admitted  from  the  out-patient 
department  on  September  6,  1897,  with  a  diagnosis  of  cardiac 
dilatation  and  faint  mitral  murmur. 

The  registrar's  notes  give  a  record  of  previous  good  health, 
freedom  from  gout,  rheumatism,  syphilis,  alcoholic  excess,  and 
serious  illness.  He  had  been  the  subject  of  constant  neuralgic 
headache  for  three  months  prior  to  the  other  symptoms.  Two 
months  ago  pain  came  on  between  the  shoulders,  having  no 
relation  to  food. 

A  month  ago  he  developed  a  dry  cough,  and  became  short 
of  breath,  having  to  sit  up  in  bed  at  night;  was  unfit  for 
work,  and  was  confined  to  the  house  and  to  partial  recumbency. 
He  has  kept  his  bed  completely  for  the  last  eight  days,  the 
legs  having  begun  to  swell  a  week  ago,  and  the  dyspnoea 
becoming  more  marked  and  the  cough  more  trying.  No 
hasmoptysis,  no  vomiting. 

On  admission  there  was  anaemia,  orthopnoea,  moderate 
oedema  of  the  legs,  but  no  ascites.  The  liver  could  not  be 
felt,  and  did  not  appear  to  be  enlarged.  The  urine,  which  was 
lithatic,  gave  on  boiling  a  faint  haze  of  albumen,  which  on 
subsequent  examinations  was  no  longer  found.  The  radial 
piilse  was  very  small  and  irregular,  not  easily  counted.  Heart 
rate  at  the  apex  112.  The  movements  of  the  chest  were 
poor,  and  the  respiratory  sounds  somewhat  restricted,  with 
scattered  moist  sounds  and  some  wheezes. 

Heart :  the  apex-beat  was  not  felt,  but  was  judged  to  be 
situated  in  the  fifth  space  in  the  nipple  line.  A  soft  apical 
systolic  murmur,  very  distant,  was  audible  there  and  half- 
way towards  the  axilla.  The  pulmonary  second  sound  was  ac- 
centuated, the  aortic  second  sound  clear,  varying  in  intensity. 

The  case  was  headed  in  the  register,  after  an  independent 
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examination,  as  one  of  cardiac  dilatation  and  mitral  regur- 
gitation ;  and  the  diagnosis,  made  also  independently  by 
Dr.  R.  L.  Norman,  the  house  physician,  was  to  the  same 
effect,  with  the  exception  of  the  murmur,  which  he  could  not 
obtain. 

When  seen  by  me  the  patient  presented  the  general  aspect 
of  one  with  renal  disease,  with  some  emphysema,  secondary 
bronchitis,  or  renal  asthma,  and  with  dilatation  of  the  right 
side  of  the  heart. 

Bearing  in  mind  the  frequency  of  pericardial  effusion  in 
renal  disease,  I  proceeded  in  this  case  to  examine  first  for  a 
dorsal  dull  patch,  and  finding  a  well-marked  patch  I  was  able 
to  predict  that  the  signs  of  pericardial  effusion  would  be  found 
anteriorly.  The  tracings  show  the  behaviour  of  the  anterior 
pericardial  dulness  on  successive  days,  and  its  ultimate 
shrinkage  to  the  normal  preecordial  dulness  together  with 
rapid  relief  of  the  symptoms  and  of  the  dyspnoea, — the  patient, 
however,  remaining  in  somewhat  feeble  health  and  energy  in 
connection  with  the  state  of  his  digestion. 

Expectorants  and  diaphoretics,  which  were  first  adminis- 
tered, gave  little  relief.  Subsequently  diuretin  brought 
about  some  diuresis  after  a  slight  diminution  in  the  secretion 
for  a  day  or  two;  and  ultimately,  on  September  11,  12,  and 
13,  much  more  water  was  passed,  concurrently  with  marked 
alleviation  of  the  dyspnoea. 

A  comparison  of  the  tracings  showed  that  the  dulness  was 
considerable  and  of  characteristic  shape,  the  absolute  dulness 
extending  at  first  beyond  the  sternum,  at  a  later  stage  only 
reaching  its  left  edge,  and  subsequently  falling  short  of  it. 
The  angular  outline  of  the  prEecordial  dulness  on  both  sides 
was  typical  of  the  presence  of  effusion,  and  the  dulness 
extended  to  the  left  beyond  the  apex-beat. 

The  subsequent  history  of  the  case  notes  that  the  faint 
mitral  murmur  remained  very  slight  and  heard  with  difficulty ; 
that  neither  the  right  nor  the  left  side  of  the  heart  was 
permanently  dilated,  though  the  right  ventricle  had  doubtless 
been  dilated;  that  there  was  no  renal  disease  and  no  albumi- 
nuria, the  only  remaining  symptoms  being  those  of  shortness 
of  breath  and  dyspepsia  with  bad  teeth.  In  short,  looking 
back  upon  the  clinical  events,  and  putting  aside  the  peri- 
cardial effusion,  the  case  seemed  to  be  largely  one  of  functional 
disturbance  of  heart,  kidneys,  lungs,  and  digestion. 

The  patient  was  subsequently  readmitted  on  October  27  in 
a  much  worse  condition  than  before,  with  severe  bronchitis. 
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asthmatic  dyspnoea,  and  anasarca  (wliicli  latter  did  not  yield 
until  the  kidneys  resumed  full  work),  and  subsequently 
])uliiionary  apoplexy,  slight  ascites,  and  slight  hydrothorax. 
This  attack  was  the  result  of  tlie  severe  exertion  of  travelling 
to  and  from  the  hospital,  where  he  could  not  be  admitted  the 
first  day.  The  details  of  his  long  illness  need  not  be  followed 
here.  Suffice  it  that  on  readmission  the  signs  of  pericardial 
effusion  were  again  present,  and  that  they  again  rapidly  cleared 
up  (within  two  days),  as  the  tracings  will  show,  without  any 
further  recurrence  (Figs.  4  and  5).  A  trace  of  albumen  was 
present  in  the  urine  during  the  greater  part  of  the  time, — 
sometimes,  however,  so  faint  as  to  almost  escape  detection. 
A  faint  systolic  apical  murmur  was  also  repeatedly  heard. 

On  November  8  six  leeches  were  applied  at  the  right 
lateral  base  for  pleuritic  pain. 

On  November  12  forty  ounces  of  fluid  were  withdrawn 
from  the  right  pleura;  the  fluid  was  deeply  blood-tinged, 
probably  in  connection  with  the  infarct,  and  formed  a  large 
loose  clot.  The  patient's  dyspnoea  and  other  symptoms 
abated  rapidly  as  free  diuresis  gradually  set  in  under  the 
influence  of  moderate  doses  of  digitalis,  the  administration  of 
Avhich  had  been  delayed  owing  to  the  pulmonary  apoplexy 
and  to  the  long-continued  liaBmorrhagic  character  of  sputa, 
which  cleared  up  on  November  20. 

The  signs  of  pericardial  effusion,  which  had  been  well 
marked  as  seen  in  the  tracing,  rapidly  disappeared,  and  there 
was  no  fresh  accumulation  of  fluid  there,  although  the 
anasarca  was  not  quickly  got  rid  of  even  after  several  days  of 
marked  diuresis.  Some  fluid  also  remained  in  the  pleura,  but 
the  ascites  was  relieved  early.  No  albumen  could  be  detected 
in  the  urine  after  the  onset  of  diuresis. 

The  attack  seemed  to  be  best  explained  as  one  of  cardiac 
over-strain  induced  by  bronchitis,  and  leading  to  secondary 
renal  congestion  and  inactivity.  The  pericardial  effusion 
must  probably  be  regarded  as  an  incident,  not  as  a  primary 
agent,  in  the  train  of  symptoms. 

Case  3. — The  case  of  F.  S.,  set.  61,  a  gout}^,  athero- 
matous, and  albuminuric  subject,  who  was  admitted  on 
October  4,  1897,  and  died  on  October  25  after  ill-defined 
anginal  symptoms  and  marked  pulmonary  congestion  with 
pulmonary  apoplexy,  is  the  only  one  supplying  post-mortem 
evidence  in  connection  with  the  clinical  observations  in 
question.      The    autopsy   showed  no   valvular  affection,  but 
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some  coronary  disease,  one  brancli  of  the  artery  being 
completely  blocked.  Less  than  two  ounces  of  fluid  was 
found  in  the  pericardium,  which  was  free  from  adhesions  or 
thickening;  but  in  its  cavity  were  seen  large  shreds  of 
yellowish  soft  fibrin,  and  at  the  upper  reflection  of  the 
membrane  strands  of  the  same  material  connected  the  oppos- 
ing surfaces  near  the  angle.  The  aspect  of  the  fibrin  was 
that  suggesting  a  mild  inflammatory  process. 

In  this  case  the  pericardial  effusion  had  been  renewed 
after  reabsorption,  and  the  relapse  had  been  ephemeral,  the 
signs  lasting  one  day  only.  Accurate  tracings  of  the  prae- 
cordial  dnlness  due  to  fluid  were  taken  on  October  5,  6,  and  7. 
On  the  7th  the  prsecordial  dulness  had  become  practically 
normal,  and  the  dorsal  dull  patch  had  disappeared.  On  the 
6th  it  was  still  considerable,  whilst  on  the  5th  it  extended 
one  third  of  an  inch  external  to  the  right  nipple,  and  one  and 
a  half  inches  external  to  the  left  nipple,  the  dorsal  dulness  at 
the  level  of  the  eleventh  and  twelfth  spines  being  at  that  time 
absolute. 

Through  a  happy  chance  a  tracing  of  the  patient's  cardiac 
dulness,  which  had  remained  normal  in  the  interval,  was 
again  taken  on  October  18.  The  next  day,  owing  to  an 
aggravation  of  the  symptoms,  the  size  of  the  prsecordial 
dulness  was  again  determined,  and  this  tracing  (October  19) 
shows  a  repetition,  although  on  not  quite  so  large  a  scale,  of 
the  previous  signs  of  effusion. 

On  October  20  the  prsecordial  dulness  had  almost  returned 
to  its  normal  size,  and  the  dulness  in  the  back  was  less  marked. 

On  the  21st  the  dorsal  dulness  was  imperfect  only,  but  the 
spine  still  slightly  dull  at  that  level.  The  tracing  of  the 
23rd  shoAvs  a  practically  normal  anterior  dulness  of  the  heart. 

The  cases  narrated  are  fair  examples  of  their  kind.  They 
are  the  latest  "^  of  a  series  of  similar  observations,  and  al- 
though they  are  instances  of  only  one  of  the  clinical  varieties, 
they  will  suffice  to  illustrate  the  natural  history  of  this  form 
of  the  affection,  as  well  as  the  many  chances  in  favour  of  its 
being  overlooked. 

In  all  three  cases  the  effusion  was  a  complication  of  a 
cardiac  and  renal  failure,  which  in  two  of  them  was  tem- 
porary. Chronic  renal  disease  doubtless  supplies  a  good 
proportion  of  the  cases,  but  probably  not  so  large  a  proportion 
as  heart  disease,  and  especially  acute  rheumatism.     Transient 

*  Since  this  paper  was  written  additional  instances  have  been  observed  in 
rheumatic  as  well  as  in  albuminuric  patients. 
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effusions  may  also  result  independently,  as  a  mild  variety  of 
pericarditis,  from  rheumatic,  tubercular,  or  other  causes. 

As  regards  the  relative  frequency  of  the  affection,  it  is  sig- 
nificant that  on  three  occasions  two  or  three  instances  of 
it  chanced  to  come  under  my  observation  at  the  same  time, 
as  it  happened  with  the  three  cases  described  in  the  Lancet, 
which  were  admitted  for  other  symptoms,  and  were  illustra- 
tions of  the  three  common  a^tiological  types  of  this  affection. 
Moreover,  as  in  two  of  the  cases  reported  in  this  paper, 
relapses  are  not  uncommon. 

The  word  "  latency  "  is  used  in  this  paper  mainly  in  the 
subjective  sense,  with  reference  to  the  observer.  In  itself,  in 
connection  with  its  phj'^sical  signs,  the  condition  is  generally 
sufficiently  plain,  or  at  any  rate  capable  of  detection  if  ade- 
quate methods  are  employed.  There  is,  however,  in  most 
cases,  as  suggested  by  Walshe,  some  objective  latency,  the 
worst  symptoms  of  pericardial  effusion  not  being  present  or 
prominent.  But  the  main  cause  of  its  being  overlooked  is 
the  want  on  the  part  of  the  observer  of  any  suspicion  of  its 
presence,  the  patient^s  symptoms  appearing  at  the  time  to  be 
otherwise  sufficiently  explained.  In  one  case  respiration  may 
be  hampered  by  the  stiffness  and  pain  of  acute  rheumatism ; 
in  another  dyspnoea  may  be  attributed  to  the  cardiac  and 
pulmonary  complications  of  renal  disease;  in  a  third  bron- 
chitis, pulmonary  congestion,  or  asthma  may  be  held 
responsible  for  the  orthopuoea,  or  for  the  distress  of  breath- 
ing. The  diagnosis  in  each  case  is  framed  accordingly,  and, 
our  suspicions  not  being  aroused,  we  may  not  inquire  further 
into  the  state  of  the  pericardium.  If  any  increase  should  be 
noticed  in  the  pra3cordial  dulness,  this  will  probably  be  put 
down  to  some  temporary  or  permanent  enlargement  of  the 
heart — conditions  not  unlikely  to  result  in  cases  diagnosed  in 
one  of  the  ways  described. 

Frequently,  however,  some  of  these  symptoms  may  be 
really  due  to  the  presence  of  fluid.  At  any  rate,  if  they  be 
due  to  any  other  cause  the  effusion  will  tend  to  aggravate 
them,  and  it  is  often  found  that  they  disappear  with  the  reab- 
sorption  of  the  fluid. 

Pericardial  effusions,  whether  due  to  acute  inflammation 
or  merely  passive,  are  easy  of  recognition  in  proportion  to 
their  size.  Extreme  distension  of  the  pericardium  can  hardly 
be  mistaken,  so  manifest  are  its  characters ;  and  large  effusions 
are  also  detected  without  difficulty.  Those  of  moderately  large 
size  need  attention  rather  than  skill  for  their  discovery,  yet 
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they  are  apt  to  escape  detection.  Indeed,  all  authorities  agree 
in  regarding  pericardial  effusion  as  prone  to  be  overlooked, 
and  every  physician  can  recall  instances  in  his  own  practice 
of  a  diagnosis  delayed  or  altogether  missed. 

Small  effusions  call  for  more  searching  examination. 
Although  they  may  be  identified  without  great  difficulty, 
there  is  much  likelihood  of  their  being  passed  over  on  a 
merely  superficial  examination. 

It  must  be  confessed  that,  for  an  early  recognition  of  the 
effusion  in  pericarditis,  we  usually  depend  less  upon  the 
physical  signs  of  "tiuid^'  than  upon  the  distressed  breathing 
of  the  patient,  and  upon  the  friction  felt  or  heard  over  the 
pericardium.  When  these  are  absent,  as  in  passive  effusion, 
or  in  pericarditis  with  short  fibrinous  stage,  the  accumulation 
may  reach  a  considerable  size  before  it  is  detected. 

This  occasional  oversight  of  even  large  effusions  must 
lead  us  to  expect  a  similar  oversight  with  still  greater  fre- 
quency in  the  case  of  small  effusions.  Should  the  effusion 
happen  to  be  progressive  it  may  ultimately  force  itself  upon 
our  notice.  If,  however,  as  the  observations  brought  forward 
in  this  paper  tend  to  show,  pericardial  effusions  may  some- 
times be  of  short  duration,  and  capable  of  rapid  reabsorption, 
the  fleeting  opportunity  for  their  recognition  may  have  been 
missed ;  and  it  is  difficult  to  estimate  how  many  instances  of 
the  affection  may  have  passed  under  our  eyes  unrecorded. 

I  will  not  take  up  time  with  a  description  of  the  clinical 
method,  which  has  been  fully  explained  elsewhere,*  and  I  will 
content  myself  with  having  placed  before  the  Society  the 
subject  of  the  frequency  of  these  minor  effusions,  of  their 
latency,  and  of  the  possibility  of  their  being  discovered  if 
only  they  are  thought  of.  The  following  conclusions  are 
practically  identical  with  those  contained  in  my  communica- 
tion to  the  Lancet  previously  referred  to,  and  there  is  little  to 
add  to  them. 

(1)  Pericardial  effusion  occurs  Avitli  greater  frequency 
than  generally  suspected  independently  of  acute  inflamma- 
tion, most  commonly  under  the  influence  of  rheumatism,  of 
Bright's  disease,  and  of  valvular  affections. 

(2)  Its  duration  may  be  quite  short,  sometimes  not  more 
than  one,  two,  or  three  days,  after  which  complete  absorption 
takes  place.  This  does  not  refer  to  the  severe  form  usually 
occurring  in  advanced  kidney  disease,  in  which  the  effusion 

*  Loc.  cit.,  p.  1448. 
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may    ho    unnoticed   at  first,    but   steadily  increases   until  it 
becomes  obvious,  and  paracentesis  may  be  necessary. 

(3)  Tlio  accumulation  is  not  usually  of  great  size,  partly 
perhaps  owing  to  its  short  duration. 

(4)  Owing  to  its  moderate  size  and  to  the  absence  of  the 
painful  symptoms  of  pericarditis,  and  of  the  worst  pressure 
symptoms,  the  effusion  seems  to  be  commonly  overlooked. 
The  dulness  due  to  it,  when  noticed  at  all,  is  apt  to  be  mis- 
taken for  an  increased  area  of  cardiac  dulness,  and  usually 
for  cardiac  dilatation. 

(5)  The  pathological  aetiology  of  these  effusions  is  not 
clear.  They  may  arise  from  some  acute  inflammatory  process  ; 
or  more  commonly  perhaps  they  are  passive,  that  is  dependent 
upon  some  temporary  alteration  of  the  general  or  of  the 
lymphatic  circulation.  Their  spontaneous  recovery  in  most 
cases  shows  that  no  special  treatment  need  be  necessary. 
Reabsorption  would  obviously  be  hastened  by  diaphoretics, 
diuretics,  and  cathartics. 

(6)  If  the  simultaneous  occurrence  of  the  observations 
referred  to  in  this  paper  is  not  the  result  of  a  singular  coin- 
cidence we  may  admit  that  the  effusions  in  question  are  of 
some  frequency;  and  the  desirability  of  devoting  special 
attention  to  their  possible  presence,  and  to  the  best  means  of 
making  an  early  and  accurate  diagnosis,  requires  no  further 
comment. 

Addendum. — The  last  two  cases  which  I  have  observed 
since  this  paper  was  written  are  still  in  the  hospital  whilst  the 
paper  is  being  revised. 

Case  4. — In  the  younger  patient,  W.  P.,  get.  19,  admitted 
January  24,  1898,  for  cough  and  right  pleuritic  pain  w4th 
coarse  friction  at  the  right  anterior  base,  but  no  evidence  of 
pleuritic  fluid,  the  characteristic  signs,  both  anterior  and 
dorsal,  of  pericardial  effusion  were  under  observation  for  two 
days.  As  shown  by  the  tracing,  they  had  entirely  disappeared 
on  the  third  day  (January  26).  No  pericardial  friction  was 
heard  at  any  time.  The  pleuritic  pain  had  existed  for  seven 
days  prior  to  his  admission,  but  it  was  impossible  to  say  how 
soon  it  may  have  been  followed  by  pericardial  effusion. 

Case  5. — A.  C,  a3t.  47,  was  admitted  on  January  20, 1898, 
with  acute  rheumatic  arthritis.  On  examining  his  chest  the 
next  day  well-marked  signs  of  moderate  pericardial  effusion 
were  recognised  by  me.      There  was  no  pericardial  friction, 
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but  great  tenderness  was  localised^  with  subsequently  slight 
swelling,  over  the  right  fourth  and  fifth  chondro-sternal 
junctions.  The  arthritic  pain  and  swelling  were  rapidly  re- 
lieved by  treatment,  and  no  cardiac  murmur  was  heard,  the 
heart-sounds  being  distant.  The  signs  of  effusion  were  less 
extensive  on  the  second  day.  On  the  third  day  the  prsecordial 
area  of  dulness  was  normal,  and  the  dorsal  dull  patch  was 
replaced  by  normal  resonance,  although  the  patient  still 
maintained  the  dorsal  decubitus  of  acute  rheumatism. 
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XVI. — A  case  of  Serous  Pleural  E fusion  of  fifteen 
months^  standing,  treated  hy  incision.  By  Samuel 
West,  M.D.     Read  Febntari/  11,  1898. 

ALFRED  Y.,  set.  39,  a  liorse-keeper,  was  admitted  to  the 
Royal  Free  Hospital  on  September  21,  1896,  com- 
plaining of  weakness  and  shortness  of  breath.  He  gave  the 
following  history  : 

In  August,  1895,  he  was  seized  with  severe  pain  in  the 
right  side,  and  after  a  short  time  was  admitted  into  the  Holborn 
Infirmai'y. 

There  he  was  told  that  he  had  pleurisy,  and  the  question 
of  tapping  him  was  discussed,  but  the  opinion  was  given  that 
the  effusion  would  clear  up  under  rest  and  treatment,  and 
nothing  special  was  done.  He  was  kept  in  the  Infirmary  for 
a  whole  yeai',  during  which  time  he  was  blistered,  poulticed, 
and  given  various  drugs,  but  no  operation  was  performed, 
although  fluid  was  known  to  be  present.  Daring  all  this  time 
he  improved  in  general  health,  but  in  spite  of  that  lost  a  stone 
in  weight. 

His  cough  was  very  troublesome  at  times,  and  in  the  early 
stages  of  his  illness  he  sweated  profusely  and  felt  very  ill. 

At  the  end  of  a  year  he  was  discharged  and  went  to  a 
convalescent  home,  where  he  grew  somewhat  stronger,  but 
shortly  after  returning  home  he  again  felt  very  ill,  and  suffered 
much  from  shortness  of  breath.  He  then  presented  himself 
at  the  Royal  Free  Hospital  and  was  admitted. 

He  stated  that  he  was  a  strong  man  until  about  three  years 
before  the  present  illness,  when  he  was  obliged  to  absent 
himself  from  work  for  a  short  time  with  loss  of  appetite, 
cough,  and  general  illness.  He  grew  somewhat  thinner,  had 
a  good  deal  of  night  sweating,  and  occasional  attacks  of 
diarrhoea. 

His  family  history  is  very  bad :  the  mother  died  of  phthisis 
at  thirty-nine ;  the  father  of  phthisis  at  forty-two ;  he  had 
six  brothers  and  sisters,  and  they  all  died  in  early  adult  life  of 
phthisis  except  one,  who  is  still  alive  and  healthy. 

The  patient  was  a  fairly  well-nourished  man,  but  with  a 
pale  complexion  and  a  faint  flush  on  his  cheeks.  He  looked 
ill.  The  respirations  were  laboured,  rapid  (48  in  the  minute)  ; 
the  pulse  90,  weak  but  regular. 
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The  heart's  apex-beat  was  seen  and  felt  an  inch  outside  the 
left  nipple  line,  and  there  was  also  pulsation  in  the  epigastrium 
and  in  the  vessels  of  the  neck. 

The  right  side  of  the  chest  was  distended,  and  measured 
Ih  inches  more  than  the  left  (17i  inches  to  16  inches).  It 
moved  little  on  respiration  ;  the  side  was  absolutely  dull  up  to 
the  third  rib  in  front,  and  the  dulness  extended  across  the 
upper  pai't  of  the  sternum  an  inch  beyond  it.  The  only  part 
of  the  right  side  where  the  resonance  was  still  retained  was 
at  the  apex,  and  there  it  was  much  impaired ;  the  breath- 
sounds  and  voice-sounds  were  absent  except  at  the  apex,  and 
there  they  were  a  little  exaggerated,  and  under  the  right 
clavicle  the  breathing  might  almost  be  called  bronchial. 

The  patient  obviously  had  a  large  pleuritic  effusion  on  the 
right  side.  The  next  day  a  fine  needle  Avas  inserted  in  the 
sixth  space,  and  some  straw-coloured,  pale,  but  slightly  turbid 
fluid  was  withdraA\m,  containing  a  few  flakes,  which  were 
found  on  examination  to  consist  of  fibrin  with  a  few  leuco- 
cytes. Cultivation  showed  the  presence  of  no  bacilli  or  cocci, 
— that  is  to  say,  the  fluid  was  sterile. 

On  September  26  paracentesis  was  performed,  but  only 
3^  ounces  were  withdrawn,  for  the  cannula  was  too  small  and 
became  blocked.  On  the  29th  a  larger  cannula  was  used  and 
38  ounces  removed.     The  fluid  was  free  from  blood. 

The  night  after  the  operation  the  patient  was  somewhat 
restless,  and  had  to  be  put  to  sleep  by  means  of  bromidia. 

During  the  next  few  days  the  patient  had  occasional 
attacks  of  faintness,  and  the  sputum  was  stained  with  a  little 
bright  blood.  This  recurred  several  times,  but  the  blood  was 
never  in  any  large  amount. 

On  October  20  the  physical  signs  were  much  as  before. 
The  conclusion  which  I  drew  from  them  was  that  thougrh 
there  was  a  large  pleuritic  effusion  the  lung  was  adhe- 
rent at  the  right  apex,  and  probably  to  some  extent  along 
the  sternum,  the  probabilities  being  that  the  patient  had 
phthisis. 

On  October  23  paracentesis  was  again  performed,  and 
eighty  ounces  of  fluid  removed  ;  the  whole,  however,  could  not 
be  removed  as  was  intended,  because  the  cannula  accidentally 
slipped  out. 

The  intra-pleural  pressure  was  -|-  4  inches  of  water,  and 
the  respiratory  oscillation  half  an  inch.  The  fluid  was  dra-wn 
off  without  an  aspirator  by  means  of  a  syphon.  It  was 
slightly  turbid,  with  a  specific  gravity  of  1030,  alkaline,  and 
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became  nearly  solid  with  nlhnmcn  on  boiling ;  microscopically 
it  showed  a  few  pus  cells  with  the  dehris  of  corpuscles  and 
some  cholesterine  crystals.  It  did  not  coagulate  spontaneously 
on  standing. 

The  heart  returned  nearly  to  its  normal  place,  and  the 
right  side  became  almost  completely  resonant  in  front. 

For  some  days  after  the  operation  there  was  a  slight  tinge 
of  blood  in  the  sputum,  as  on  previous  occasions. 

The  fluid  slowly  re-accumulated,  and  on  November  17 
paracentesis  Avas  again  performed,  and  forty-seven  ounces  of 
similar  fluid  removed.  The  intra-pleural  pressure  was  then 
a  quarter  of  an  inch,  the  respiratory  oscillations  one  inch. 
The  fluid  was  removed  by  means  of  the  syphon,  bvit  it  did  not 
flow  until,  by  coughing,  the  patient  had  squeezed  the  fluid 
out  and  thus  filled  the  tube. 

On  November  21  the  patient  was  allowed  to  get  up,  and  he 
was  instructed  to  expire  three  times  daily  for  about  ten 
minutes  at  a  time  through  a  tube  placed  under  water,  so  as  to 
exercise  a  pressure  of  about  six  inches.  This  was  with  the 
object  of  assisting  his  lungs  to  expand. 

The  only  new  point  observed  about  this  time  was  that  the 
respirations  were  somewhat  accelerated ;  this,  it  was  thought, 
was  chiefly  neurotic,  thought  it  might  in  part  have  been  due 
to  some  pain  which  the  patient  dreaded  on  breathing  deeply ; 
for  the  respirations,  which  when  awake  and  during  the  day- 
time were  shallow  and  numbered  about  forty,  did  not  number 
when  the  patient  was  asleep  more  than  fifteen  to  tAventy,  and 
were  quiet  and  deep. 

The  fluid  slowly  re-accumulated,  and  by  the  end  of  the 
year  the  patient  was  in  much  the  same  condition  as  he  had 
been  before,  and  it  seemed  evident  that  repeated  paracentesis 
was  likely  to  have  but  little  effect  upon  the  effusion,  at  any 
rate  within  reasonable  time.  The  question  was  then  discussed 
as  to  whether  it  would  be  advisable  to  open  the  side  and  treat 
the  case  by  free  incision.    Finally  this  course  was  decided  on. 

On  January  6  the  patient  was  antesthetised,  and  an  incision 
about  an  inch  long  was  made  into  the  pleural  cavity  in  the 
mid-axillary  region  in  the  sixth  or  seventh  space,  an  exploring 
needle  which  had  been  inserted  into  the  pleura  being  taken 
as  a  guide.  A  large  quantity  of  serous  fluid  escaped,  a 
drainage-tube  was  inserted,  and  the  side  dressed  in  the  usual 
way  with  cyanised  gauze.  A  piece  of  rib  was  not  excised. 
It  was  not  thought  necessary,  nor  did  it  become  necessary 
afterwards. 
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The  patient  came  quickly  round  after  the  operation,  was 
not  at  all  sick,  and  passed  a  comfortable  evening  and  night, 
complaining  only  of  some  soreness  at  the  seat  of  incision. 
The  temperature  was  not  raised  that  evening*,  but  the  next 
day  it  began  to  rise,  and  on  the  8th  had  reached  nearly  102°. 

With  the  rise  in  temperature  the  respirations  were  ac- 
celerated, and  also  the  pulse,  the  average  being,  wath  a 
temperature  of  102°,  120  pulse-beats,  and  40  to  44  respirations. 
These  are  all  shown  on  the  temperature  chart. 

The  patient  felt  much  better  and  relieved  as  far  as  his 
breathing  was  concerned,  although  he  had  a  little  pain  in  his 
right  side  and  felt  uncomfortable  on  account  of  the  fever. 

For  the  first  few  days  there  was  veiy  little  discharge  from 
the  side,  which  was  not  due  to  there  being  no  fluid  in  the 
chest,  but  to  the  fact  that  as  the  patient  lay  upon  the  back 
the  tube  did  not  drain  the  side  completely.  On  turning  the 
patient  over  on  to  the  right  side  a  fair  amount  of  blood- 
stained serous  fluid  was  obtained.  This,  however,  remained 
serous  for  some  few  days,  and  it  was  not  till  January  11  that 
it  became  purulent. 

With  the  development  of  pus  the  quantity  of  fluid  became 
greatly  diminished,  so  that  not  more  than  two  ounces  in 
twenty-four  hours  were  discharged. 

On  January  13,  i.  e.  a  week  from  the  time  of  operation,  the 
following  note  was  taken  : 

"  Tlie  patient  seems  comfortable  and  well,  and  is  suif ering 
no  pain.  His  breathing  is  fairlj^  quiet,  and  now  numbers 
about  20.     The  wound  is  healthy." 

The  side  was  now  explored  with  a  probe.  It  was  found 
that  the  lung  had  expanded  in  all  directions,  and  nothing 
now  seemed  left  of  the  cavity  except  the  long  track  in  which 
the  tube  lay.  In  most  parts  this  was  quite  narrow,  not  more 
than  half  an  inch  and  probably  less  in  diameter,  but  at  the 
end,  about  eight  inches  from  the  opening  in  the  side,  it  was 
somewhat  wider,  and  measured  perhaps  an  inch  in  diameter. 

The  percussion  note  in  front  in  the  upper  part  down  to 
about  the  level  of  the  upper  border  of  the  third  rib  was  hyper- 
resonant,  the  breathing  somewhat  amphoric  in  character,  and 
a  bell-sound  obtained.  Probably  some  air  was  present  in  the 
pleura  here,  but  if  so  the  cavity  must  have  been  cut  off  from 
the  lower  part.  In  a  few  days  this  hj^per-resonance  disap- 
peared, and  with  it  the  bell-sound. 

On  January  19  the  side  had  greatly  contracted,  and 
althous'h  there  was  dulness  over  the  whole  back  from  the 
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spine  of  the  scapula  downwards,  yet  the  breath-sounds  coukl 
be  heard  even  to  the  base.  The  upper  part  of  the  side  was 
resonant,  but  the  percussion  note  had  lost  its  tympanitic 
chai'acter,  and  the  bell-sound  could  no  longer  be  elicited;  the 
breath-sounds  had  also  lost  their  amphoric  quality,  although 
they  had  not  yet  become  quite  normal.  The  dullest  part  in 
front  lay  between  the  nipple,  the  sternum,  and  the  upper 
border  of  the  liver.  Here  the  breath-sounds  Avere  absent, 
and  it  was  in  this  region  also  that  pain  was  complained  of. 

The  patient  looked  and  felt  well  in  himself.  The  discharge 
was  very  much  reduced,  and  did  not  amount  to  more  than 
two  ounces  in  the  day.  The  temperature  had  now  fallen  very 
nearly  to  the  normal. 

Pain  being  still  complained  of  in  the  region  between  the 
ni]i]ile  and  sternum,  on  January  25  the  track  of  the  tube  was 
carefully  probed  to  see  if  any  communication  could  be  found 
with  the  seat  of  pain,  but  nothing  could  be  detected,  and 
nothing  further  was  done.  The  patient  was  allowed  to  get 
up,  and  seemed  the  better  for  it. 

The  quantity  of  pus  became  still  further  reduced,  and  on 
some  days  it  did  not  amount  to  more  than  half  an  ounce. 
Once  or  twice,  however,  it  suddenly  increased  in  quantity  to 
two  or  three  ounces.  This  was  preceded  by  greater  pain  in 
the  region  described,  which  was  relieved  by  the  discharge  of 
pus,  so  that  the  suspicion  of  some  little  accumulation  of  pus  in 
that  region  was  confirmed. 

This  occurred  subsequently  on  one  or  two  occasions,  but  it 
was  not  attended  with  any  elevation  of  temperature,  and  the 
temperature  from  this  time  forth  remained  normal. 

On  February  27  a  small  swelling  made  its  appearance  in 
the  seat  of  pain,  and  several  exploratory  punctures  were  made 
in  this  region,  on  the  supposition  that  there  might  be  a  local- 
ised collection  of  pus  which  could  be  reached.  Nothing,  how- 
ever, could  be  found ;  gradually  the  swelling  subsided  and  the 
pain  disappeared. 

On  March  9  I  made  this  note  : — "  The  probe  shows  that 
there  is  a  long  tubular  sinus,  half  an  inch  in  diameter  and 
6  inches  in  length,  extending  down  in  the  direction  of  the 
spine,  straight  inwards  from  the  incision  in  the  chest  wall. 
The  vocal  vibrations  are  felt  all  over  the  right  base  behind 
as  distinctly  as  on  the  other  side,  but  there  is  not  much 
resjairatory  murmur  heard  here.  In  front  the  breathing  can 
be  heard  feebly  over  the  whole  upper  part  of  the  chest  do"v\Ti 
to  the  level  of  the  nipple." 

VOL.  XXXI.  8 


114  Dr.  West's  Case  of  Serous  Pleural  Effusion. 

On  March  21  tlie  external  opening'  had  contracted  some- 
what, so  tliat  it  Avas  difficult  to  g-et  the  tube  in  and  out,  and  it 
was  dilated  Avith  a  gum-elastic  catheter  No.  14,  after  which  no 
further  trouble  was  experienced. 

On  April  5  it  was  noted,  "  There  is  but  little  discharge. 
Examination  with  the  probe  shows  nothing  but  the  sinus  in 
which  the  tube  lies;  this  is  becoming  rather  sinuous,  and  is 
hardly  larger  than  the  diameter  of  the  tube,  about  a  quarter  of 
an  inch.  Over  the  whole  upper  part  of  the  lung  front  and 
back  the  breath-sounds  are  audible,  aud  the  lung  seems  to  be 
doing  its  work  well.  Over  the  lower  part,  especially  behind, 
no  breath-sounds  can  be  heard,  but  the  chest  as  a  whole  moves 
better.  The  heart  can  hardl}'  be  made  out  by  percussion,  but 
is  not  far  from  its  normal  position.  The  patient  seems  well 
in  all  respects." 

On  May  12  the  wound  was  again  probed.  The  probe  was 
found  to  go  into  a  sinus  for  a  distance  of  about  six  inches. 
The  sinus  appeared  to  terminate  in  a  somewhat  bulbous  en- 
largement, perhaps  nearly  an  inch  in  diameter.  The  amount 
of  discharge  was  very  small,  not  more  than  a  drachm  or  two 
in  the  day. 

On  May  18  it  was  noted,  "  The  patient  looks  well,  and 
seems  so  far  as  the  chest  is  concerned  to  be  well,  except  for 
the  track  in  which  the  tube  lies.  The  patient's  only  complaint 
is  of  pain  in  the  region  specified,  where  it  has  been  felt  all 
along.  This  pain  is  at  times  sharp,  especially  on  exertion 
and  on  moving  the  ai'm.  There  is  no  tenderness,  however, 
on  ]iressure,  and  no  obvious  cause  for  it." 

I  examined  the  side  somewhat  carefully  to  see  if  a  further 
incision  could  be  made  in  order  to  drain  the  small  bulbous 
cavity  in  which  the  fistulous  track  seemed  to  end.  This, 
however,  was  found  to  be  so  small,  and  to  lie  so  close  to  the 
bodies  of  the  vertebrae,  that  it  could  not  be  safely  reached  with 
the  knife.     The  patient  was  now  sent  away  to  the  country. 

In  August  the  patient  was  in  statu  quo,  and  was  taken  into 
St.  Bartholomew's  Hospital  with  the  object  of  seeing  if  any- 
thing further  could  be  done.  The  sinus  was  practically  un- 
changed. The  pus  amounted  to  about  three  to  four  ounces  in 
the  twenty-four  hours,  but  seemed  more  than  the  sinus  alone 
could  account  for.  Yet  repeated  exploration  with  a  probe 
failed  to  discover  any  pouch  or  cavity. 

The  pus  was  examined  bacteriologically,  and  found  to 
contain  a  small  number  of  tubercle  bacilli.  The  sinus  Avas  in- 
jected daily  Avith  creasote  dissolved  in  sterilised  oil  (25  per 
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cent,  solution).  About  three  ounces  passed  in,  and  were  left 
in  for  two  liours.  Beyond  a  little  smarting  no  discomfort  was 
caused,  and  the  patient  seemed  to  improve.  After  tlie  first 
injection  or  two  the  patient  complained  of  slight  lieadachc, 
and  the  urine  became  a  little  smoky,  but  these  symptoms  of 
carboluria  passed  off  without  altering  the  treatment,  and  did 
not  recur. 

The  injections  were  continued  for  a  month  and  then  al)un- 
doned,  for  though  the  patient  improved,  no  change  took  place 
in  the  sinus  or  the  amount  of  discharge. 

From  this  time  to  the  present  the  sinus  still  remains  much 
the  same,  but  the  discharge  has  become  much  less,  not  more 
than  one  ounce  in  the  twenty-four  hours. 

The  patient  is  well  in  himself,  and  has  for  the  last  few 
weeks  gone  back  to  light  work  which  he  has  been  able  to  do. 
He  is  still  wearing  a  tube  about  a  quarter  of  an  inch  in  diameter 
and  two  and  a  half  inches  long. 

In  this  case,  as  well  as  in  that  of  the  young  lady  to  which 
reference  has  been  made,  for  more  than  twelve  months  the 
pleuritic  effusion  was  left  untouched,  and  in  the  one  case  six 
and  in  the  other  three  months  longer  were  spent  in  trying  the 
effect  of  repeated  paracentesis  before  it  was  decided  to  lay 
the  side  open.  In  both  cases  paracentesis  showed  that  the 
lung  was  not  bound  down  but  expanded. 

I  may  refer  to  what  used  to  be  laid  down  definitely  as  a 
law,  but  which  we  now  know  to  be  incorrect  (though  the 
statement  is  still  frequently  made),  that  sei'ous  effusions  change 
their  characters  in  time  ;  yet  here  is  an  effusion  which  did 
not  change  its  character  in  either  case  for  fifteen  to  twenty 
months. 

Serous  effusions  remain  serous  in  most  cases  unless  some 
fresh  infection  be  introduced,  as  it  may  frequently  be  by 
careless  paracentesis,  or  sometimes  accidentally  from  internal 
sources. 

Both  these  cases  were  undoubtedly  tubercular  in  origin, 
and  I  have  little  doubt  it  was  with  the  view  of  preventing  the 
progress  of  tubercle  in  the  lung  that  the  effusion  was  de- 
liberately left  unoperated  on  for  so  long.  This  is  an  utterly 
erroneous  theory,  and  I  wish  to  protest  strongly  against  it, 
for  three  especial  reasons  :  first,  that  it  rests  on  no  evidence 
and  is  merely  a  matter  of  opinion ;  secondly,  that  what  evi- 
dence there  is  is  against  the  theory,  for  recent  tubercles  may 
be  found  post  mortem  in  the  compressed  lung ;  and  thirdly, 
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that  it  is  a  matter  of  dai]}^  experience  tliat  removal  of  the 
fluid  does  not  in  any  way  lead  to  progress  in  the  tubercular 
process  in  the  lung,  even  where  it  is  known  for  certain  to  be 
the  seat  of  tubercular  disease. 

We  do  not  hear  much  of  this  theory  now-a-days  in  rela- 
tion to  serous  or  purulent  effusions,  but  it  is  still  regarded  as 
a  valid  objection  to  treating  hydro-  or  p3'opneumothorax  on 
the  same  general  principles ;  yet  it  does  not  apply  any  more 
to  these  cases  than  to  the  other. 

I  must  admit  that  in  the  first  case  my  anxiety  lest  the 
operation  should  lead  to  a  fresh  outbreak  of  tubercle  led  me 
to  postpone  the  operation  for  some  little  time,  and  the  result 
seemed  to  justify  my  fear,  for  the  patient  had  a  very  serious 
recurrence  of  illness  after  the  operation,  which  did  not  appear 
to  be  in  any  way  connected  with  the  condition  of  the  pleura, 
and  which  I  thought  could  only  be  referred  to  some  recur- 
rence of  active  tubercular  mischief  in  the  lung. 

HoAvever,  that  patient  got  well,  and  in  the  case  that  I  am 
now  recording  there  were  no  adverse  symptoms  of  the  kind 
at  all ;  nor  Avere  there  any  adverse  symptoms  either  in  a  case 
of  pyopneumothorax  which  I  have  recently  recorded,  Avhich 
was  treated  in  the  same  way  by  incision,  although  in  that  case 
also  there  was  undoubted  evidence  that  the  origin  of  the 
disease  was  tubercular. 

The  next  point  of  importance  is  this,  that  although  the 
lungs  had  been  so  long  compressed  they  Avere  not  boimd 
doAvn  and  thus  rendered  incapable  of  expansion ;  on  the 
contrary,  they  expanded  at  once  Avhen  they  were  placed  in  a 
position  to  do  so. 

The  common  A'ieAv,  therefore,  on  this  subject  is  wrong, 
viz.  that  the  lungs  become  bound  doAvn  soon  after  being 
collapsed,  so  that  if  operation  is  not  performed  early  the 
lungs  will  be  prevented  from  re-expanding,  and  then  opera- 
tions become  undesirable. 

In  the  present  case,  within  a  Aveek  from  the  time  of  the 
operation  the  lung  Avas  in  contact  Avith  the  chest  Avails  all  over, 
except  in  the  part  Avhere  the  tube  lay. 

In  a  case  of  pyopneumothorax  recently  reported  the  side 
was  opened  after  the  pneumothorax  had  existed  for  four 
months,  and  again  Avithin  a  week  of  the  operation  the  lungs 
Avere  in  contact  Avitli  the  chest  all  over,  and  indeed  at  the  end 
of  tlie  operation  on  examining  Avith  the  probe  the  lung  was 
found  to  be  within  a  short  distance  of  the  chest  Avails. 
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These  are  not  really  exceptional  cases  at  all  except  so  far 
as  the  duration  goes,  for  we  frequently  see  in  operations  on 
empyema  tliat  the  lung  comes  out  at  once,  and  within  a  very 
short  time  tlio  whole  pleural  cavity  is  obliterated. 

The  view  that  these  large  cavities  in  tlie  pleura  granulate 
up  from  the  bottom  is  of  course  obviously  wrong.  It  would 
take  months  and  years,  if  the  process  was  ever  complete  at 
all,  for  granulations  to  fill  up  a  large  cavity,  or  even  that 
residue  of  a  cavity  which  is  left  after  the  chest  has  fallen  in 
as  far  as  it  will  go;  in  fact,  it  is  by  the  re-expansion  of 
the  lung  that  most  of  these  chronic  cases  heal,  and  not  by 
granulation  at  all. 

There  remains  one  other  point  which  should  be  referred 
to,  viz.  excision  of  the  ribs.  It  will  be  observed  that  in  none 
of  the  three  cases  that  I  am  speaking  of  now  was  excision  of 
any  part  of  the  rib  performed.  It  was  not  necessary  at  the 
time,  nor  did  it  ever  become  necessary. 

I  have  consistently  taught  for  years  that  the  excision  of 
the  ribs  is  a  passing  fashion,  and  is  not  necessary  in  the 
majority  of  cases.  In  children  it  may  be  necessary  somewhat 
more  frequently,  but  even  in  them  it  need  not  be  performed 
as  a  rule,  whereas  in  the  adult  I  think  it  highly  desirable  as 
far  as  possible  to  avoid  it.  This  is  especially  the  case  in 
tubercular  affections,  or  indeed  in  suppurative  affections  of 
the  pleura ;  and  although  it  is  true  that  complications  in 
connection  with  the  ribs  do  not  often  arise,  there  is  no  doubt 
that  excision  of  the  rib  increases  the  extent  of  the  operation, 
and  certainly  does  sometimes  introduce  complications. 

The  time  to  excise  ribs  is  not  at  the  time  of  the  initial 
operation,  but  subsequently  if  the  tube  becomes  pinched, 
and  in  a  very  large  number  of  cases  adequate  drainage  is 
obtained  without,  and  the  operation  therefore  never  becomes 
necessary. 
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XVII. — Malformation  of  the  Kidney  and  Displacements 
witJiout  Mobtlitij,  with  illnstratire  cases  and  speci- 
mens. By  David  Newman,  M.D.  Read  March 
11,  1898. 

ANOMALIES  of  the  kidney  have  until  recently  been  looked 
upon  simply  as  pathological  or  anatomical  curiosities; 
but  now  that  many  of  the  diseases  of  the  kidney  come  to  be 
placed  under  the  surgeon  for  treatment  by  operation,  all 
departures  from  the  normal,  whether  in  respect  to  number, 
form,  size,  or  situation,  must  be  considered  of  moment  to 
those  who  have  frequently  to  operate  upon  the  renal  organs. 
The  amount  of  literature  on  the  subject  published  within  the 
last  ten  years  is  a  testimony  of  this. 

Since  early  times  anomalies  in  size,  situation,  and  form 
of  the  kidney  have  been  recorded,  but  very  often  only  as 
curiosities,  and  little  attention  was  given  by  the  authors  to 
points  of  detail.  Recently,  however,  the  records  of  cases  have 
been  carefully  given,  and  much  interest  has  been  shown  in 
the  subject  from  the  surgical  as  well  as  from  the  pathological 
standpoint. 

Vasalius,  Spigelius,  Duretus,  Valsalva,  and  Sylvaticus 
were  about  the  earliest  authors  to  describe  the  anomalies  we 
are  about  to  consider ;  since  their  time  many  hundreds  of 
cases  have  been  recorded,  so  that  now  we  have  a  considerable 
basis  to  work  upon. 

We  shall  not  endeavour  to  reconcile  the  various  classifica- 
tions of  malpositions  and  malformations  of  the  kidney  which 
have  been  advanced  from  time  to  time. 

If  we  simply  study  the  cases  recorded,  it  will  be  found 
that   they  group  themselves  together  and  may  be  naturally 
classified  under  the  following  heads  : 
A.  Displacements  without  mobility. 

I.  Congenital  displacement  without  deformity. 
II.  Congenital  displacement  with  deformity. 
III.  Acquired  displacements. 
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B.  Malformations  of  the  kidney. 

I.  Variations  in  number. 

1.  Supernumerary  kitlney. 

2.  Single  kidney. 

(a)   Congenital  absence  of  one  kidney. 
(&)    Atrophy  of  one  kidney. 

3.  Absence  of  both  kidneys. 
II.  Variations  in  form  and  size. 

1.  General  variation  in  form,  lobulation,  &c. 

2.  Hypertrophy  of  one  kidney. 

3.  Fusion  of  two  kidneys. 

(«)  Horseshoe  kidney. 
(&)    Sigmoid  kidney. 
{c)    Disc-shaped  kidney. 

C.  Variations  in  pelvis,  ureters,  and  blood-vessels. 


A.  Displacements  without  Mobility. 
I.   Covgenital  displacement  U'ithont  deformity 
of  the  organ  is  by  no  means  uncommon. 

Perhaps  no  organs  in  the  body  vary  more  in  their  position 
than  do  the  kidneys.  Their  relative  distance  from  the  spine 
or  their  position  in  relation  to  other  organs  is  observed  to 
vary  consideral)ly.  For  instance,  without  any  evident  cause 
one  kidney  may  be  found  close  up  to  the  spleen,  almost 
touching  the  diaphragm  and  the  vertebral  column,  while  the 
other  organ  is  situated  considerably  below  the  crest  of  the 
ilium,  and  removed  some  distance  from  the  spine.  From 
observations  which  I  made  regarding  this  point,  it  seems 
clear  that  malposition  of  the  kidney  within  certain  limits  is 
of  frequent  occurrence,  and  may  exist  without  causing  any 
disturbance.  In  1000  post-mortem  examinations,  twenty-four 
instances  occurred  where  the  position  of  one  or  both  kidneys 
might  be  described  as  abnormal.  In  nine  of  these  cases  there 
was  also  malposition  of  the  supra-renal  capsule.  Malposition 
of  the  kidney  does  not,  therefore,  necessarily  involve  an 
alteration  in  the  position  of  the  supra-renal  capsule,  although 
the  intimate  anatomical  relationship  which  exists  between 
them  might  lead  one  to  expect  that  any  condition  causing  the 
kidney  to  occupy  an  anomalous  position  would  also  cause  a 
disturbance  of  the  corresponding  supra-renal  body. 
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Case  1.  Fixed  displacement  of  the  right  Vidney  above 
PouparVs  ligament  simidating  a  perityphlitic  abscess  :  opera- 
tion.^— The  patient  was  admitted  to  the  Glasgow  Royal 
Infirmary  on  November  2,  1894,  complaining  of  pain  in  the 
right  iliac  region.  In  September,  1890,  he  began  to  complain 
of  pain  in  the  lower  dorsal  region,  but  although  the  pain  con- 
tinned  with  more  or  less  persistence  he  continued  at  his  work 
till  the  winter  of  1893.  It  then  became  so  severe  that  he 
went  to  bed,  and  remained  there  for  over  a  month.  He  first 
felt  pain  in  the  abdomen  about  this  time,  and  for  six  months 
after  this  he  could  walk  about  only  with  the  aid  of  two  sticks  : 
the  swelling  in  the  abdomen  he  noticed  about  seven  months 
before  his  admission.  There  was  a  slight  fulness  of  the 
abdomen  in  the  right  iliac  and  lower  lumbar  regions,  and  a 
rounded  swelling-  was  felt  passing  upwards  and  backwards. 
It  appeared  to  be  fluctuant.  The  dulness  on  percussion  did 
not  exactly  coincide  with  the  opinion  formed  of  the  size  of 
the  swelling  as  made  out  by  palpation;  it  was  obtained  over 
an  area  of  about  two  inches  in  breadth,  running  parallel  with 
Poupart's  ligament  (Fig.  6),  The  swelling  was  cut  down  upon, 
and  as  soon  as  the  muscles  were  cut  through  the  sense  of  fluc- 
tuation was  lost.  The  incision  was  then  enlarged,  when  the 
swelling  was  found  to  have  a  rounded  outline  with  a  distinct 
hilum  towards  the  inner  and  upper  aspect,  and  being  serai- 
elastic  but  firm,  immediately  suggested  a  displaced  kidney. 

A  very  thick  adipose  capsule  was  dissected  through,  and 
the  kidney  exposed.  It  was  quite  immobile.  There  was  no 
enlargement  or  hydronephrosis.  The  condition  of  the  ureter 
could  not  be  made  out.  The  wound  healed  in  a  few  days, 
after  which  the  sense  of  fluctuation  was  again  as  deceptive  as 
on  admission. 

Case  2.  Left  hidney  displaced  downwards  and  forwards  in 
a  patient  upon  whom  lumbar  colotomy  ivas  performed. — The 
patient  was  admitted  to  Sandyford  Nursing  Home  early  in 
1897,  suffering  from  malignant  disease  of  the  rectum,  and  it 
was  resolved  to  perform  a  lumbar  colotomy. 

On  making  an  incision  from  the  lower  border  and  tip  of 
the  last  rib  on  the  left  side  to  a  point  half  an  inch  behind  the 
centre  of  the  crest  of  the  ilium,  the  upper  border  of  tlie  left 
kidney  presented  itself  at  the  lowermost  limit  of  the  incision. 
When  first  felt  by  the  finger  in  the  wound  some  doubt  was 

*  This  case  is  published  in  detail  in  the  Scottish  Medical  and  Surf/ical 
Jonrnal,  vol.  i,  No.  1,  p.  53. 
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entertained  as  to  the  nature  of  the  hard  massj  but  by  draw- 
ing aside  the  surrounding  adipose  tissue  the  renal  cortex  was 
easily  recognised.  The  kidney  as  far  as  could  be  made  out 
was  normal  in  size  and  form,  except  that  the  surface  was 
slightly  lobulated  (Fig*.  7). 

Case  3.  Right  kidney  displaced  downicards  and  rotated  on 
its  antevo-2')Osterior  axis,  shortened  ureter  entering  wpper  aspect 
of  bladder. — The  patient  was  admitted  to  the  Glasgow  Royal 
Infirmary  in  September,  1887,  and  died  from  severe  abdo- 
minal injury  with  rupture  of  the  liver  and  spleen. 

Fig.  8. 


At  the  post-mortem  examination  the  right  kidney  was 
found  to  be  displaced  and  firmly  fixed;  the  pelvis  of  the 
kidney  looked  upwards,  inwards,  and  forwards,  while  the 
convex  aspect  of  the  organ  rested   upon  the    brim   of  the 
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pelvis.  The  kidney  was  normal  in  shape  and  size^  and  the 
vessels  were  natural  in  their  distribntionj  witli  the  exception 
that  both  the  renal  artery  and  vein  were  elongated^  while 
the  right  nreter  was  shortened  and  entered  the  bladder  close 
to  the  upper  aspect  of  that  viscns  (Fig.  8).  The  left  kidney, 
with  its  vessels  and  ureter,  was  strictly  normal. 

In  the  three  cases  above  described,  where  the  kidneys 
occupied  abnormal  positions,  the  fixed  misplacements  were 
not  associated  with  any  deformity  of  the  organs. 


II.   Congenital  displacement  u'ith  deformity. 

The  alteration  in  the  form  of  the  kidney  seems  in  some 
instances  to  depend  upon  the  situation  occupied  by  it, — as,  for 
example,  in  a  case  described  by  M.  Aube,  where  the  left 
kidney  was  found  between  the  common  iliac  arteries,  close 
to  their  origin  from  the  aorta.  Pacoud  narrates  another,  in 
which  a  kidney  was  found  situated  in  the  pelvis  between  the 
rectum  and  bladder;  and  somewhat  similar  instances  have 
been  described  by  Drouin,  Bellini,  Andral,  Bonet,  and  others. 

In  my  own  cases,  and  in  those  referred  to  by  these 
observers,  alteration  in  form  of  the  displaced  organ  undoubt- 
edly to  some  extent  depended  on  the  situation  occupied  by  it. 
For  example,  in  M.  Aube's  case  the  kidney  was  flattened,  and 
its  anterior  surface  divided  into  three  parts  by  two  depressions 
formed  by  the  passage  of  the  two  arteries.  As  a  genei'al 
rule,  malpositions  of  the  kidney  are  associated,  particularly 
when  the  displacement  is  congenital,  with  some  deviation 
from  the  normal  in  regard  to  the  position  of  the  large 
intestine  and  peritoneum,  and  not  uncommonly  the  distri- 
bution and  number  of  the  blood-vessels,  and  the  course  and 
length  of  the  ureters,  are  found  to  be  abnormal.  Eoberts 
states  that  in  twenty-one  cases  of  congenital  malposition  of 
the  kidney,  which  he  was  able  to  collect  and  compare,  the 
abnormality  was  in  every  instance  confined  to  one  kidney ; 
and  the  left  kidney  was  much  moi-e  commonly  affected  than 
the  right  (left  15,  right  6).  Most  frequently  the  kidney  was 
found  lying  obliquely  on  the  sacro-iliac  synchondrosis.  In 
some  cases  the  organ  was  fixed  beside  the  uterus,  or  trans- 
versely between  the  rectum  and  the  bladder,  or  across  the 
prominence  of  the  sacrum. 

As  a  i-ule  the  displaced  organ  has  its  long  axis  vertical 
or  slightly  oblique,  but  it  may  also  occupy,  as  illustrated  by 
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a  case  published  by  Carslaw,*  a  transverse  position.  In 
tliis  case  the  left  kidney  was  found  lying  on  the  fourth  and 
fifth  lumbar  vertebrie,  and  the  long  diameter  was,  trans- 
versely from  right  to  left,  three  inches.  The  kidney  was 
divided  into  two  lobes  by  a  fissure  running  on  the  anterior 
surface  almost  vertically.  The  ureter  w'as  double,  one 
branch  coming  from  each  lobe,  but  these  united  while  still 
in  the  hilum  of  the  kidney.  Two  arteries  supplied  the 
kidney,  one  from  the  aorta* and  a  second  from  the  right 
common  iliac,  and  corresponding  with  each  artery  there  was 
a  vein. 

These  congenital  displacements  will  be  more  fully  de- 
scribed under  Malformations  of  the  Kidney.  At  present  we 
may  give  the  following  cases  in  illustration  of  the  subject. 

Case  4.  Right  hiclney  at  the  brim  of  the  'pelvis,  anomalous 
distribution  of  blood-vessels,  and  deformity  of  the  Icidney.f — The 
right  kidney  was  found  lying  on  the  brim  of  the  pelvis. 
The  anterior  aspect  of  the  organ  is  convex,  the  posterior 
surface  slightly  concave.  The  front  of  the  organ  is  marked 
by  a  deep  groove  extending  from  its  upper  to  its  loAver 
extremity.  This  groove  is,  roughly  speaking,  Y-shaped,  the 
right  limb  of  the  Y  being  longer  and  deeper  than  the  left. 
At  the  upper  limit  of  the  former  an  artery  enters  the 
kidney  directly  from  the  aorta,  and  before  entering  the 
substance  of  the  organ  it  divides  into  two  branches  of 
equal  size.  In  the  centre  of  the  groove,  where  the  two 
limbs  of  the  Y  joi^^?  the  pelvis  of  the  kidney  is  seen,  and  the 
ureter  passes  directly  down  from  it.  From  the  kidney,  close 
to  the  uppermost  limit  of  the  pelvis,  a  large  vein  passes 
directly  to  the  vena  cava.  The  posterior  aspect  of  the 
kidney  is  flat  or  slightly  concave,  and  is  penetrated  by  two 
vessels,  one  a  vein  Avhich  passes  from  the  kidney  at  its 
lowermost  margin  to  the  common  iliac  vein,  and  the  other  an 
artery  which  arises  from  the  common  iliac  artery,  and 
penetrates  the  kidney  at  the  union  of  the  lower  and  middle 
thirds  (Fig.  9). 

Case  5.  Malposition  of  both  hidneys,  one  to  the  right  of 
the  promontory  of  the  sacrum,   the  other    in    the   iliac   i'ossa  : 

*   QJasgow  Medical  Journal,  vol.  xxxi,  p.  381. 
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right  kidney  small  and  u'ith  no  hihun.^ — In  this  case  the 
kidney  was  found  to  be  situated  about  half  an  inch  to  the  right 
of  the  promontory  of  the  sacruui,  and  the  left  kidney  was  dis- 
covered in  the  left  iliac  fossa  two  inches  to  the  left  of  the 
sacro-iliac  synchondrosis.  The  right  kidney  was  small  in 
size,  and  so  altered  in  shape  that  there  was  no  hilum,  and  the 
ureter  passed  from  the  lower  aspect  of  the  organ.  The 
parenchyma  of  the  kidney  was  normal  in  appearance,  and  the 
arteries,  two  in  number,  came  off  from  the  aorta  about  one 
inch  above  its  bifurcation.  The  left  kidney  was  normal  in 
every  respect  except  its  position.  There  was  no  evident 
cause  for  the  abnormality ;  the  other  abdominal  organs  were 
practically  normal,  and  there  was  no  indication  of  inflamma- 
tory or  other  mischief  within  the  abdomen. 


Case  6.  lilgld  kidney  flat,  oval  inform,  and  situated  at  the 
hrim  of  tJie  iielvis,  su-pplied  luith  two  arteries  :  one  iireter  from 
its  anterior  aspecLf — In  this  case  the  right  kidney  was 
situated  at  the  brim  of  the  pelvis,  half  in  the  cavity  and 
half  out.  The  preparation  was  removed  from  the  body  of  a 
man  set.  Gl,  who  died  of  erysipelas  in  the  Royal  Infirmary. 

The  right  kidney  forms  a  flat  oval  body  about  the  normal 
size.  It  is  marked  by  three  grooves  on  its  anterior  aspect, 
which  correspond  to  the  line  of  the  entrance  of  the  blood- 
vessels and  exit  of  the  ureter.  The  organ  is  supplied  by  two 
arteries  which  pass  off  from  the  aorta  in  the  middle  line  in 
front,  just  above  the  bifurcation.  These  vessels  pass  slightly 
to  the  right,  and  enter  the  kidney  on  its  anterior  aspect, 
about  one  third  from  the  upper  border.  The  arteries  lie 
each  in  a  separate  groove  as  they  pass  along  the  upper  third 
of  the  kidney,  and  the  grooves  demarcate  a  triangular  piece 
of  the  organ.  The  right  renal  vein  passes  to  the  vena  cava 
about  one  inch  above  the  level  of  the  bifurcation  of  the 
aoi'ta,  and  the  vein  passes  from  the  kidney  along  the  same 
groove  as  the  arteries  enter  it ;  the  ureter  also  arises  from 
the  anterior  aspect,  and  passes  down  in  front  and  has  a  some- 
what tortuous  course  to  the  bladder,  as  if  it  were  too  long  for 
the  distance  to  be  travelled.  The  right  supra-renal  capsule 
is  in  its  normal  position  close  to  the  liver.  The  right  kidney 
was  firmly  fixed  in  its  abnormal  position.     No  other  irregula- 

*  Xewnian,  Surjical  Diseases  of  the  Kidneij,  p.  7. 
t  Royal  Infirmary  Museum,  Series  vii.  No.  1. 
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ritios  were  discovorod  iu  the  vessels.  The  inferior  mesenteric 
artciy  came  off  just  above  the  bifurcation  of  the  aorta. 

The  left  kidney  was  normal  in  size  and  in  'its  relations^ 
but  it  showed  a  distinct  tendency  to  lobulation,  the  anterior 
aspect  of  the  organ  being  marked  by  three  distinct  transverse 
grooves  (Fig.  lU). 

Fio.  10. 


Two  specimens  very  similar  to  the  above  will  be  found  in 
the  Western  Infirmaiy  Museum,  and  they  are  described  in 
a  recent  paper  by  Dr.  L.  R.  Sutherland  and  Dr.  E.  H. 
Edington.* 

In  the  first  case  the  right  kidney,  which  was  found  lying 
at  the  brim  of  the  pelvis,  is  greatly  altered  in  form  and  iu 
relations.  The  posterior  surface  is  flattened,  showing  a 
groove  accommodating  the  right  common  iliac  artery.  The 
anterior  surface  shows  four  prominent  lobules  surrounding 
the  hilum,  from  which  the  pelvis  springs :  the  ureter  is 
normal.  Two  veins  emerge,  one  on  either  side  of  the  hilum  ; 
the  left  passes  upwards  in  front  of  the  aorta  to  empty  into  the 
left  renal  vein,  while  the  right  empties  directly  into  the  infe- 
rior vena  cava.  The  right  kidney  is  supplied  by  two  arte- 
ries, which  ai'ise  separately  from  the  anterior  aspect  of  the  aorta 
and  pass  in  grooves  to  the  upper  part  of  the  hilum  (Fig.  11). 

In  the  second  case  the  right  kidney  was  found  at  the  level 
of  the  bifurcation  of  the  aorta,  and  to  the  right  of  that  vessel. 
In  this  case  also  the  hilum  is  situated    anteriorly,  and    the 

*   Glasgow  Medical  Journal,  February,  1898. 
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blood-vessels,  three  in  number,  arise  directl}^  from  the  aorta. 
The  veins  unite  to  form  a  common  trunk,  which  empties  into 
the  vena  cava  above  the  junction  of  the  common  iliac  veins. 

The  pelvis  is  bifid,  and  the  two  limbs  pass  from  the 
kidney  at  different  levels,  the  left  one  being  the  higher.  The 
ureter  comes  from  the  lowermost  limit  of  the  united  pelvis. 
It  passes  downwards  and  inwards,  lying  in  a  shallow  groove 
on  the  anterior  surface  ot"  the  lower  lobe  (Fig.  12). 

Fig.  12. 


These  remarkable  cases  of  malposition  of  the  kidney 
seldom  give  rise  to  serious  symptoms,  and  generally  escape 
observation  during  life. 

Cases,  however,  have  been  recorded  where  the  misplaced 
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kidney  lias  been  mistakeu  for  an  abdominal  tumour,  or,  in 
the  female,  has  from  its  position  in  the  pelvis  become  a 
serious  obstacle  to  parturition. 

III.  Acquired  displacement  of  the  Jcidney. 

Besides  being  liable  to  congenital  malposition,  the  kidney 
may  be  displaced  upwai'ds,  downwards,  or  laterally  from  the 
enlargement  of  other  organs,  such  as  the  liver,  spleen,  supra- 
renal capsule,  or  pancreas,  or  from  the  pressure  of  tumours 
near  them.  When  the  right  kidney  is  depressed  by  an 
enlarged  liver — not  an  uncommon  accident — it  is  most  usually 
rotated  on  its  short  axis,  the  hilum  is  turned  downwards,  and 
the  upper  portion  of  the  kidney  is  more  depressed.  Eayer 
mentions  an  instance  where  the  right  kidney  Avas  forced  down 
by  an  enlarged  supra-renal  body,  and  cites  a  case  of  Hohl's 
■where  the  kidney,  situated  deeply  to  the  inner  side  of  the 
psoas  muscle,  offered  an  obstruction  to  parturition  by  retard- 
ino-  the  passage  of  the  child's  head.  Laennec  also  describes 
a  case  in  which  the  right  kidney  was  pressed  downwards  to 
the  opposite  iliac  crest  by  a  greatly  enlarged  liver;  and 
Morris  mentions  an  instance  where  the  left  kidney  was 
depressed  on  to  the  brim  of  the  pelvis  by  a  large  cyst  in  its 
lower  part,  which  contained  a  pint  of  yellow  fluid.  The  cyst 
had  dragged  the  kidney  down,  and  itself  occupied  the  greater 
part  of  the  pelvic  cavity. 

Case  7.  Acquired  displacement  of  the  rigid  hidney  hy  a 
2jerinephric  abscess. — In  a  case  of  perinephric  abscess,  upon 
which  I  operated  in  1890,  on  opening  the  abscess  by  a  lumbar 
incision,  after  the  pus  was  evacuated  great  difficulty  was 
experienced  in  finding  the  kidney.  By  enlarging  the  incision 
upwards  the  kiduey  was  discovered  with  its  convexity  looking 
upwards  and  lying  close  to  the  diaphragm,  while  the  pelvis 
was  turned  downwards.  The  kidney  was  quite  denuded  of 
adipose  tissue,  so  that  its  contour  could  be  easily  made  out; 
the  organ  was  firmly  fixed  in  its  abnormal  position,  probably 
by  inflammatory  adhesions,  and,  as  far  as  could  be  discovered 
by  examination  with  the  finger,  the  upper  border  of  the 
kidney  was  resting  on  the  vertebrae,  while  the  renal  blood- 
vessels and  ureter  must  have  been  elongated. 

Many  similar  cases  have  been  recorded  where  the  kidneys 
have  been  displaced  in  one  direction  or  another,  and  anchored 
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by  their  vessels  and  ureter.  The  disphiceinents  naturally 
cause  rotation  of  the  organ  on  its  short  axis. 

Probably  the  most  important  fixed  displacements,  either 
congenital  or  acquired,  are  those  where  the  kidney  comes  to 
occupy  the  cavity  of  the  pelvis_,  or  where  the  organ  is  placed 
in  such  a  position  as  readily  to  be  mistaken  for  an  abdominal 
tumour. 

When  the  kidney  has  been  displaced  and  occupies  the 
cavity  of  the  pelvis,  the  swelling  may  possibly  be  made  out 
by  a  rectal  or  vaginal  examination,  but  in  all  cases  the 
diagnosis  is  extremely  difficult,  as  in  many  instances  the 
organ  is  not  only  displaced  but  also  malformed,  so  that  the 
normal  reniform  outline  is  lost  as  a  guide  in  diagnosis. 
When,  however,  the  normal  shape  is  maintained,  it  is  an 
important  aid  to  the  diagnostician ;  and  when,  superadded  to 
the  presence  of  a  reniform  swelling  in  an  abnormal  situation, 
there  is  a  loss  of  the  usual  fulness  and  resistance  in  the  loin, 
a  suspicion  of  misplacement  of  the  kidney  may  be  aroused. 

Fixed  malpositions  of  the  kidney  have  seldom  been 
diagnosed,  as  they  almost  never  give  rise  to  symptoms  or 
even  to  inconvenience  during  life.  Up  to  the  present  time 
most  of  these  anomalies  have  been  discovered  after  death ; 
but  now  that  operations  upon  the  kidney  are  of  frequent 
occurrence,  the  clinical  aspect  of  the  subject  is  likely  to  be 
moi'e  fully  recognised. 


B.  Malfokmations  of  the  Kidney. 

I.    Variations  in  number. 

1.  Supcrmivierary  hidnexj. — Supernumerary  kidney  is  ex- 
tremely rare.  It  must  be  considered  simply  as  an  anatomical 
curiosity,  and  consequently  very  little  requires  to  be  said  re- 
garding the  condition.  Although  very  few  instances  have 
been  met  with  where  more  than  two  kidneys  exist  in  the 
human  subject,  still  cases  have  been  recorded  by  Rayer 
and  other  writers  where  a  supernumerary  gland  has  existed. 
We  have  only  seen  one  instance  of  this  anomaly ;  it  was  at 
a  post-mortem  examination  which  Avas  made  many  years 
ago  upon  a  gentleman  who  died  from  malignant  disease  of 
the  ascending  colon.  As  no  record  Avas  kept  beyond  Avhat 
was  sent  at  the  time  to  the  family  attendant,  I  am  unable  to 
give  details,  but,  from  a  clear  recollection  of  the  case,  I  can 
say  that  lying  close  to  the  upper  margin  of  the  left  kidney 
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there  was  a  small  peai"-sliaped  body,  supplied  by  a  branch  of 
the  renal  artei'y,  and  having  a  distinct  ureter  which  passed 
into  the  left  ureter  half  an  inch  below  the  pelvis  of  the  left 
kidney.  Sections  of  this  mass  were  examined  microscopically^ 
and  found  to  be  healthy  renal  tissue.  The  mass  was  com- 
pletely separated  from  the  kidney  proper,  being  united  to  it 
only  by  the  little  ureter. 

This  anomaly  may  be  regarded  as  an  extreme  variety  of 
segmentation  of  one  of  the  kidneys.  Generally,  w^hen  a 
supernumerary  kidney  has  been  seen,  it  has  been  found  to  lie- 
close  to  a  normal  kidney,  but  in  order  to  be  placed  in  this 
class  of  malformations  the  part  ought  to  be  so  separated  as 
to  possess  distinct  vessels  and  have  a  ureter  of  its  own,, 
which,  however,  always  unites  with  the  ureter  of  the  normal 
kidney  before  it  reaches  the  bladder. 

2.  Single  kidney. — The  anomalies  which  have  been  in- 
cluded under  this  term  have  been  so  various  and  so  entirely 
different,  even  in  their  main  characteristics,  that  it  is  diffi- 
cult to  avoid  confusion,  and  at  the  same  time  follow  the 
classification  ab  present  adopted. 

The  existence  of  so-called  "  single  kidney  "  w^as  known  to- 
many  of  the  older  writers,  such  as  Yasalius,  Duretus,  and 
Eustachius;  but  Morgagni,  in  1769,  was  the  first  writer  to 
classify  these  abnormalities  of  the  kidney  into  two  groups, 
— namely,  those  instances  in  which  two  organs  had  become 
coalesced ;  and  secondh',  those  where  only  one  kidney  had 
developed  :  but  unfortunately  to  both  of  these  conditions  he 
applied  the  term  "  solitary  kidney."  Then,  following  upon 
Morgagni,  Eokitansky  limited  "  solitary  kidney  "  to  those 
cases  in  which  the  malformation  w-as  due  to  the  fusion  of 
two  organs,  of  which  the  lowest  degree  is  seen  in  "  horse- 
shoe kidney,"  and  the  highest  in  those  instances  in  which 
the  two  kidne3^s  approach  one  another  more  and  more,  and 
form  one  "  disc-shaped  "  organ  lying  in  the  median  line,  and 
provided  with  a  double  ureter.  To  the  other  class  of  kidneys, 
where  there  is  a  "  right  or  left  kidney  which  is  normal  in  re- 
gard to  position  and  formation,  and  occasionally  rather  en- 
larged, its  fellow  being  deficient,"  he  applied  the  term  "  un- 
symmetrical  kidney."  We  do  not  understand  why  two 
kidneys  fused  together  as  in  horseshoe  kidney,  where  the 
two  organs  may  be  united  only  by  a  narrow  band  (see 
Figs.  17,  18),  and  having  distinct  sets  of  vessels  and  ureters, 
should  be  spoken  of  as  a  "solitary"  or  "single  kidney,'* 
any  more   than  that    the   double  monsters   Eng  and   Change 
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should  be  considered  as  one  individual.  So  much  confusion 
has  arisen  regarding  the  use  of  tlie  terms  "  uusymuietrical 
kidney"  and  "solitary  kidney,"  that  it  would  be  well  not  to 
employ  them.  For  example,  "  sigmoid  kidney,"  a  condition 
where  two  kidneys  are  fused  together,  as  shown  in  Fig.  21, 
and  occupying  one  side  of  the  body,  has  been  described 
under  the  heading  "  solitary  kidney,"  even  although  the  mass 
was  provided  with  a  double  set  of  vessels  and  two  ureters. 
Under  the  term  "  single  kidney"  we  purpose  only  to  include 
those  cases  in  which  one  active  organ  is  found,  either  as  a 
consequence  of  atrophy,  or  from  congenital  absence  of  its 
neighbour.  The  other  abnormalities,  such  as  "  horseshoe 
kidney,"  "  sigmoid  kidney,"  and  "  disc-shaped  kidney,"  may 
be  considered  under  the  general  heading  of  "  fused  kidney." 

A  careful  distinction  must  be  drawn  between  "  single 
kidney  "  due  to  congenital  defect  of  development  of  the 
opposite  organ,  and  those  instances  in  which  a  kidney  has 
become  wasted  and  functionally  useless  as  a  consequence  of 
disease,  while  its  neighbour  has  undergone  compensatory 
hypertrophy. 

In  the  former  instance  no  trace  of  the  kidney  or  of  its 
ureter  or  blood-vessels  is  found,  as  shown  in  Fig.  13  ;  while  in 
atrophy  of  one  kidney  as  a  consequence  of  disease  the  rudi- 
mentary kidney  and  its  vessels  are,  as  a  rule,  represented. 

The  following  specimens  illustrate  congenital  absence  of 
one  kidney. 

Case  8.  Complete  ahsence  of  the  left  Ixidney,  lireter,  and 
vessels  :  compensatory  hypertrophy  of  right  hi(hiey. — On  the 
23rd  Ju.ne,  1885,  we  made  a  post-mortem  examination  on  a 
patient,  Mrs.  H.,  JBt.  53,  who  was  admitted  to  the  Royal 
Infirmary  under  the  care  of  the  late  Di-.  Scott  Orr,  and  died 
from  tubercular  ulceration  of  the  bowels  and  secondary 
tubercular  peritonitis. 

The  right  kidney  was  normal  in  its  position,  but  the  whole 
organ  was  greatly  enlarged,  weighing  Vlh  oz.,  and  measuring 
5  inches  in  length  and  4  inches  in  breadth.  All  the  parts  of 
the  kidney  were  proportionately  increased,  the  right  ureter 
and  pelvis  were  strictly  normal,  and  the  kidney  was  supplied 
by  one  artery  and  one  vein,  both  of  which  were  normal  in 
their  course  and  distribution.  The  right  supra-renal  body 
was  normal  in  size  and  situation,  the  left  supra-renal  body 
was  found  under  the  last  left  rib,  and  was  normal  in  size  and 
structure.     No  trace  was  found  of  the  left  kidney  or  of  its 
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vessels  and  ureter,  and  no  opening  into  the  bladder  could 
be  discovered  corresponding  to  the  entrance  of  the  ureter 
(Fig.  13). 

Tlie  microscopic  examination  of  the  enlarged  kidney  was 
gone    into  very  carefully,  and   the   inquiry  was  a   most   in- 


FiG.  13. 


teresting  one,  showing  very  clearly  how  compensatory  hyper- 
trophy takes  place. 

The  minute  changes  occurring  in  compensatory  hyper- 
trophy we  have  described  elsewhere.  They  do  not  demand 
attention  here  further  than  to  say  that,  as  far  as  could  be 
made  out,  the  increase  in  the  size  of  the  kidney  was  due  to  an 
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auo-tnentation  in  the  bulk  of  the  glomernH,  and  to  an  elonga- 
tion and  increased  convolution  of  the  urinifet'ous  tnbules, 
rather  than  to  any  numerical  hyperplasia. 

The  changes  taking  place  in  compensatory  hypertrophy 
have  been  carefully  studied  by  Eckardt,  Ebstein^  Guttmann, 
Polk,  and  others. 

Case  9.  Congenital  absence  of  the  left  kidney,  vessels,  and 
ureter. — The  specimen  about  to  be  described  was  placed  in  the 
museum  of  the  Glasgow  Royal  Infirmary  by  Dr.  J.  Lindsay 
Steven,  and  in  the  catalogue  is  described  by  him  as  follows  :* 

"  The  preparation  shows  with  the  right  kidney,  the  bladder 
and  the  right  ureter.  A  most  careful  search  at  the  time  of 
the  post-mortem  examination  failed  to  find  any  trace  in  the 
body  of  the  left  kidney  or  ureter;  the  right  supra-renal 
capsule  was  normal  in  appearance  and  situation,  and  perhaps 
slightly  enlarged  ;  the  right  renal  artery  had  normal  charac- 
teristics ;  the  left  was  scarcely  thicker  than  a  stout  thread, 
and  was  lost  in  the  tissue  of  the  left  renal  regions.  The 
right  ureter  Avas  quite  normal ;  no  left  ureter  could  be  found 
after  careful  search.  The  patient  was  a  boy  a3t.  11,  who 
suffered  from  morbus  coxarius,  complicated  by  tubercular 
disease  of  the  lungs." 

The  case  and  specimens  described  above  illustrate  single 
kidney  due  to  the  cougenital  absence  of  one  organ. 

The  following  cases  show  how  one  kidney  may  atrophy  or 
become  functionally  inactive,  either  as  a  consequence  of 
want  of  growth,  or  from  disease  in  early  life. 

Case  10.  E.vtreme  atrophy  of  the  left  kidney,  with  double 
pelvis  but  single  ureter.f — 1  have  no  details  of  the  post- 
mortem examination  in  this  case.  The  kidney  tissue  is 
almost  completely  destroyed,  and  the  whole  organ  is  about 
the  size  of  a  walnut.  The  pelvis  is  branched,  and  there  is  no 
hilum ;  the  upper  limb  of  the  pelvis  springs  from  the  inner 
and  upper  aspect  of  the  atrophied  organ,  while  the  lower 
limb  arises  from  the  lower  border  of  the  kidney.  Both  limbs 
unite  about  1^  inches  below  the  level  of  the  kidney;  each 
branch  is  of  sutficient  size  to  admit  the  little  finger,  and  after 

*  Glasgow  Koyal  Infirmary  Museum,  Series  vii,  8a. 
t  Ibid.,  No.  9. 
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unitinn;  form  a  channel  three  quarters  of  an  inch  in  diameter. 
Below  this  the  pelvis  gradually  narrows  and  forms  a  ureter, 
which  is  a  little  wider  in  lumen  than  normal.  In  the  pre- 
paration the  vessels  have  not  been  preserved  (see  Fig.  14). 


Fig.  14. 


Fig.  15. 


Case  11.  Atropliied  kidney,  the  renal  tissue  heing  almost 
entirely  replaced  hy  fat* — The  patient  from  whom  this  spe- 
cimen was  removed  was  under  my  care  in  1887.  He  suffered 
for  many  years  from  chronic  cystitis,  and  ultimately  died 
from  cardiac  disease,  complicated  with  passive  hyperemia  of 
the  lungs. 

At  the  post-mortem  examination  the  right  kidney  was 
found  to  be  in  a  state  of  moderately  advanced  chronic 
interstitial  nephritis,  but  up  to  the  time  of  his  death  there 
were  no  symptoms  pointing  to  renal  incompetency.  The 
kidney  weighed  ten  ounces.  The  left  kidney,  as  represented 
in  Fig.  15,  weighed  half  an  ounce  ;  very  little  renal  tissue  could 

*  Glasgow  Royal  Iiifinnary  Museum,  Series  vii,  Xo.  13. 
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be  found  in  the  mass,  and  what  remained,  was  completely 
embedded  in  firm  fat.  In  this  case  the  fat  appeared  to  have 
developed  outside  the  kidney,  pushed  its  way  into  the  interior 
of  the  oroan  by  the  hilum,  and  so  spread  towards  the  peri- 
phery of  the  org'an. 

The  following-  specimen  was  placed  in  the  museum  by 
Dr.  J.  Lindsay  Steven,  aud  he  has  allowed  me  to  make 
use  of  it. 

Casf:  12.  Atrophij  of  the  right  Icidney  tvith  compensatory 
hypertrophy  of  the  left  kidney  :  disease  of  the  supra-renal  cap- 
sules-.— The  following  is  Dr.  Steven's  note  in  the  museum 
catalogue  : 

"Both  kidneys  nre  preserved;  the  right  only  weighed 
one  ounce,  the  left   seven   and  a  half   ounces.     The   organs 

Fig.  16. 


were  obtained  from  the  body  of  a  man  suffering  frotn  spinal 
caries.  The  small  right  kiduey  was  embedded  in  a  mass  of 
adipose  tissue,  and  at  its  upper  extremity  there  was  a  small 
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cavity  with  smooth  walls  the  size  of  a  hazel-nut,  filled  with 
pultaceous  material.  The  ureter  of  this  kidney  was  con- 
siderably thickened,  and  its  lumen  was  pi-actically  obliterated. 
The  urinai-y  bladder  was  much  hypertrophied.  The  left  supra- 
renal capsule  was  enlarged,  and  was  converted  into  a  cream- 
coloured  structure  ;  but  little  tissue  of  normal  appearance 
remained.  The  right  supra-renal  presented  similar  appear- 
ance. The  left  kidney  was  healthy."  Fig,  16  shows  the  atro- 
phied kidney  entire  and  on  section,  also  the  healthy  kidney. 

In  the  Royal  Infirmary  Museum  thei-e  are  many  other 
specimens  illustrating  atrophy  ol:  the  kidney  as  a  consequence 
of  disease. 

Bright's  disease  and  tubercular  lesions  are  undoubtedly  the 
most  frequent  causes  of  wasting  of  the  kidney ;  and  it  is  not 
uncommon  in  very  chronic  cases  of  interstitial  nephritis  to  find 
both  kidneys  weigh  less  than  two  or  two  and  a  half  ounces. 
Such  cases  are,  however,  beyond  the  scope  of  this  paper. 

Ao-ain,  renal  atrophy,  as  a  consequence  of  obstruction  to- 
the  ureter  or  from  endarteritis,  cannot  be  considered  at 
present.  It  is  to  cases  of  congenital  atrophy,  or  wasting  of 
the  kidney  in  early  life,  that  Ave  desire  more  especially  to 
direct  attention,  and  the  cases  described  above  appear  to- 
come  under  this  categoi'y. 

AVe  may  now  consider  some  general  questions  connected 
with  "  single  kidney,"  whether  due  to  congenital  defect  or 
to  complete  atrophy  of  the  neighbouring  organ.  It  is  of 
interest  to  observe  that  "single  kidney"  is  not  peculiar  to 
the  human  subject,  but  has  been  seen  in  the  lower  animals 
also.  Sutton,  amongst  others,  states  that  this  condition 
occurs  in  such  animals  as  hens,  horses,  and  sheep,  and  I 
have  observed  it  in  one  instance  in  a  calf.  In  these  animals,, 
as  in  men,  the  single  kidney  has  been  observed  to  have 
undergone  increase  in  bulk.  The  following  points  in  con- 
nection with  single  kidney  may  be  considered : 

(a)   Duration  of  life  of  the  individual. 

{h)  Size  of  the  kidney,  compensatory  hypertrophy. 

(c)   Form,  position,  and  side  afi^ected. 

{d)   Sex  and  age  of  the  individual. 

(e)   Liability  of  a  single  kidney  to  disease. 

(/)  Condition  of  the  kidney,  ureters,  and  vessels  on  the 
affected  side  and  on  the  side  of  the  single  kidney. 

{g)   Malformation  of  the  other  organs. 

(/i)   Position  of  adrenal  body. 
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(a)  Duration  of  life  of  the  individual. — The  absence  of 
one  kidney,  especially  when  compensated  for  by  augmenta- 
tion in  size,  and  by  increased  functionary  activity  of  its 
neighbour,  does  not  seem  to  seriously  influence  the  duration 
of  life,  so  long  as  there  is  sufficient  renal  tissue  left  in  the 
remaining  organ  to  fulfil  the  function  of  life,  as  doubtless  we 
are  endowed,  in  the  normal  state,  with  considerably  more 
renal  tissue  than  is  necessary  for  even  active  and  vigorous 
life. 

In  the  post-mortem  room  kidneys  containing  veiy  little 
active  secreting  tissue  are  frequently  found  in  the  bodies  of 
individuals  who  have,  so  far  as  is  known,  never  suffered  from 
any  symptoms  of  renal  insufficiency.  The  following  table 
shows  the  age  at  death  of  seventeen  cases  of  single  kidney 
when  death  occurred  after  the  age  of  sixty  years  was  past : 

8  persons  died  between  60  and  65  years. 

1  „  ,,        65    „     70     „ 
4             „                 „         70    „     75     „ 

2  „  „         75    ,,    80     ,, 
2              „            over  80  years. 

17 

It  can  be  easily  understood,  however,  that  in  an  indi- 
vidual Avitli  only  one  kidney,  if  that  kidney  becomes  affected 
by  any  serious  malady,  such  as  obstruction  to  the  ureter, 
thrombosis,  or  any  local  inflammatory  infection,  the  risk  to 
life  is  greatly  increased  by  the  existence  of  only  one  organ. 
In  single  kidney  compensatory  hypertrophy  is  the  rule  when 
the  individual  survives  through  the  term  of  infancy,  but 
even  in  the  foetus  considerable  enlargement  of  the  single 
kidney  has  been  seen.  Morris  mentions  an  instance  of  this 
in  "  a  well-formed  foetus  born  at  full  time,"  where  "  a  right 
kidney  only  was  present,  and  was  twice  its  natural  size;  the 
ureter  was  much  dilated." 

(6)  In  estimating  the  degree  of  comjjensatori/  hypertroijhy 
in  recorded  cases,  care  must  be  taken  to  exclude  instances 
where  the  single  kidney  has  become  enlarged  by  disease  ;  for 
instance,  Morgagni  describes  a  case  where  one  kidney  was 
functionally  inactive,  while  its  neighbour  was  ten  times  the 
normal  size  ;  and  he  mentions  another  case  where  a  single 
kidney  weighed  35  lbs.  Again,  Rhodius,*  records  a  case  in 
*  Kayer's  Maladies  des  reiiies. 
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"which  a  kiduey  was  so  enlarged  as  to  give  rise  to  the  sus- 
picion of  pregnancy.  Eustachius,  Vasalias,*  Poupart,t 
Perriu,j  Breschet,§  and  other  old  writers  have  recorded 
similar  cases,  in  all  of  -which  it  is  very  evident  that  the 
■enlargement  was  due  to  disease  rather  than  to  a  true  hyper- 
trophy of  the  organ.  It  may  be  said  that  when  the  single 
kidney  is  increased  to  much  more  than  twice  the  normal  size 
the  enlargement  is  not  entirely  due  to  compensatory  hyper- 
trophy. 

In  true  compensatory  hypertrophy  the  kidney  is  found  to 
be  homogeneously  enlarged  in  all  its  parts,  and  seldom  if 
ever  weighs  more  than  two  normal  kidneys.  Take,  for  ex- 
ample, other  organs  ;  sometimes  hypertrophy  occurs  in  cases 
of  congenital  non-inflation  of  one  lung,  the  neighbouring 
organ  being  increased  in  bulk ;  so  also  in  the  liver,  when  one 
portion  becomes  atrophied  another  may  undergo  hyper- 
trophy. So  many  cases  of  compensatory  hypertrophy  in 
single  kidney  have  been  recorded  that  it  is  impossible  to 
mention  more  than  a  few  of  them,  but  for  the  sake  of  refer- 
ence I  may  give  the  following: — Duckworth, |1  Macdonald,^ 
Palma,^^  Brackenburg,tt  Northrup,jj  Davies,§§  Pollock,|||| 
Hewett,*!*!  Gubbin.-^*^ 

On  the  other  hand,  it  does  not  always  follow  that  because 
one  kidney  is  undeveloped  or  functionally  useless,  the  other 
organ  must  be  considerably  enlarged.  Instances  of  single 
kidney  normal  in  size  have  been  seen  by  Turner, ttt  Mayor,  J+J 
Hamy,§§§  Bostrora,|l||||  Brown, ^^^  and  many  others. 

(c)  Position,  form,  and  side  affected. — In  the  absence  of  one 
kidney  the  remaining  organ   may  (as  in  Fig.  13)  occupy  its 

*  De  Corpore  Hvmani fahrica,  lib.  v,  cap.  x. 

t  Histoire  de  VAcademie  Boyale  des  Sciences,  Paris,  annee  1700,  p.  35. 
X  Journ.  de  Med.,  de  Chiritr.  et  de  Phnrmac,  t.  xiii,  Novembre,  1760,  p.  431. 
§  Medico-Chirurgical  Transactions,  London,  vol.  ix,  1818,  p.  437. 
II   Patlioloqical  Societii\i  Transactions,  vol.  xx,  p.  232. 
^  Lancet',  M:iy  30,  1885. 

**  Prager  med.  Wochenschr.,  1891,  xvi  Jalirg.,  Xo.  33,  p.  380. 
ft  Lancet,  London,  1891,  vol.  ii,  p.  869. 
Jt  Medical  Record,  New  York,  vol.  xxxii,  p.  608. 
§§  British  Medical  Journal,  1885,  vol.  ii,  p.  397. 
II  I   Lancet,  1863,  vol.  ii,  p.  622. 
^•y  Ibid. 

***  British  Medical  Journal,  1883,  vol.  i,  p.  115. 
ttt  JEdinhiirrjh  Medical  Journal,  February,  1865,  p.  687. 
Xt+  Bulletins  de  la  Societe  Anatomique  de  Paris,  1876,  p.  592. 
§§§   Journ.  de  VAnafomie  et  de  la  PhifsioL,  1884,  \>.  193. 
11 II II   Beitriifje  zur  pathol.  Anat.  der  Kieren,  Heft  1,  1884,  p.  36. 
T^^TT  Journal  of  Anatomy  and  Physiology,  vol.  xxviii,  p.  198. 
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uormal  position  in  tlio  loin.  This  is  usually  tlie  case  in 
atrophy  of  one  kidney  from  disease.  Dr.  P.  W.  Macdonald* 
described  a  case  in  which  the  right  kidney  and  ureter  were 
absent,  while  the  left  kidney  was  normal  in  position,  and  had 
a  normal  ureter  entering  the  bladder  in  the  ordinary  situa- 
tion. Similar  cases  have  been  described  by  Gubbin,  Peacock, 
Lorain,  and  Gruber.  Single  kidney,  when  due  to  want  of 
development  of  its  neighbour,  is  more  likely  to  be  misplaced 
and  altered  in  form. 

In  many  cases,  however,  the  single  kidney  remains  normal 
in  shape  as  well  as  natural  in  size,  and  even  in  those  cases 
where  there  is  considerable  hypertrophy  the  renal  form  is 
strictly  maintained,  the  organ  being  sim{)]y  increased  in  all 
its  dimensions.  Indeed,  alterations  in  form  are  not  common. 
In  some  cases,  however,  the  organ  is  much  elongated,  in 
others  disc-shaped,  angular,  or  relatively  thickened,  and  not 
uncommonly  lobulated.  Dr.  M.  Watson  f  described  a  case  of 
congenital  absence  of  one  kidney  in  which  the  remaining 
organ  was  noi-mal  in  size  but  circular  in  form;  the  surface 
was  distinctly  lobulated,  and  the  kidney  was  situated  close  to 
the  brim  of  the  pelvis. 

Polk:}:  also  describes  a  case  of  single  kidney  where  the 
organ  was  displaced  into  the  iliac  fossa ;  while  Marzolo  § 
records  an  instance  where  the  right  kidney  was  found  lying 
on  the  right  sacro-iliac  synchondrosis.  WeisbachU  and 
Lombroso^  publish  instances  in  which  misplaced  kidney 
was  associated  with  other  abnormalities.  The  side  most 
frequently  aifected  is  the  left,  especially  in  male  subjects  ; 
in  the  female  the  right  and  the  left  kidneys  are  equally  liable 
to  the  malformation. 

{d)  Theinfliience  of  age  and  sex. — The  abnormality  is  found 
twice  as  often  in  males  as  in  females,  a  circumstance  which 
may  be  accounted  for  by  the  fact  that  necropsies  are  more 
often  procured  in  the  foi-mer  sex  than  in  the  latter.  About 
10  per  cent,  of  the  specimens  published  were  met  with  in  the 
body  of  the  foetus  or  in  newly  born  children,  and  in  most  of 
these  cases  the  anomalous  condition  of  the  kidney  was  asso- 
ciated with  some  other  congenital  deformity,  such  as  imper-- 
foi-ate  anus,  deformities  of  the  bladder,  uterus,  ovaries,  &c. 

*  Lancet,  May  30,  1885. 

t  Edinburgh  Medical  Journal,  vol.  ii,  1874,  p.  13. 
X  Lancet,  1883,  vol.  i,  p.  514. 
§   R.  Lis.  Veneio  di  Sc.  Eleftere,  1879. 
II    Wiener  medicinische  Wocliensch.,  1867,  No.  2,  S.  20. 
%   Gazzetta  Medica  Italiana,  Februarv,  1860. 
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lu  individuals  wlio  have  lived,  notwitlistanding  the  defor- 
mity ot  the  kidney,  there  is  nothing  remarkable  to  note 
regarding  their  age  at  the  time  of  death,  the  mortality  being 
almost  equally  distributed  up  to  sixty  years  of  age ;  over  that 
age,  as  already  shown,  seventeen  cases  are  recorded. 

(e)  Liability  to  disease  in  single  kidney  is  marJced,  chronic 
nephritis,  renal  calculus,  tubercular  disease,  hj-dronephrosis, 
pyonephrosis,  and  abscess  being  the  most  common  maladies 
met  with.  Morris"^  says,  "  Probably,  as  has  been  above 
stated,  there  is  a  tendency  to  chronic  albuminuria  in  early  or 
young  life  in  persons  with  one  kidney  atrophied.  When  only 
one  kidney  exists,  and  that  an  '  unsymmetrical '  organ,  there 
would  seem  to  be  a  considerable  disposition  to  renal  calculus. 
Of  the  twelve  cases  of  'unsymmetrical^  kidney  collected  by 
jNIosler,  death  Avas  due  more  or  less  directly  to  calculus  in  the 
pelvis  or  ureter  in  nine  of  them  ;  in  the  other  three,  cancer  of 
the  bladder  and  rectum  involved  the  ureter :  nephritis,  and 
the  consequences  of  obstruction  due  to  severe  congenital 
phimosis,  were  respectively  the  causes  of  death.  In  the  case 
■of  cancer  (Tulpius),  a  calculus  had  been  passed  pei'  rectum  in 
early  life,  and  there  was  an  opening  from  the  ureter  into  the 
rectum,  through  which  part  of  the  uriue  escaped.'" 

I  have  collected  eight  cases  of  "  single  kidney  "  in  which 
calculus  was  present.  These  were  published  by  Ilhodius,t 
.Jobi,J  Rokitansky,§  Rayer,||  C.  Julia  Fontenelle,*[  Everard 
Home,"^^  and  Sylvaticus.tt 

Chronic  tubercular  and  interstitial  nephritis  is  also  very 
•common.  A  few  cases  of  hydx'onephrosis  have  been  recorded, 
and  one  or  two  of  tubercular  disease,  pyonephrosis,  and 
abscess. 

(/)  The  condition  of  the  kidney,  nreters,  and  blood-vessels  on 
the  affected  side. — In  cases  of  congenital  absence  of  one 
kidney  the  ureters  and  renal  vessels  on  the  affected  side  are 
absent,  or  only  represented  by  a  cord  of  fibrous  tissue  ;  and  in 
all  cases  where  a  rudimentary  ureter    has    been  found  the 

*  Diseases  of  the  Kidney,  p.  100. 

t  Mantissa  Anatomica,  observatio  xxxii,  1661,  p.  21. 

X  a    IMeek'ren,     Observationes    Medico  •  ChirurgiccB,     Arastelodami,     1G82, 
cap.  xl,  p.  169. 

§  Lehrb.  der  patlioJogisvhen  Anatomle,  Bd.  iii,  1861,  s.  317. 

II    Traite  des  Maladies  des  Eeines,  tome  i,  1839,  ]).  404. 

%  Archives  generales  de  Medecine,  t.  ii,  1824,  p.  517. 

**  Practical  Observal ions  on  the  Treatment  of  the  Diseases  of  the  Prostate 
<xland,  London,  1811,  vol.  i,  p.  68. 

ft  Cited  by  Lieutand,  Historia  Anat,  Med.,  t.  i,  p.  284. 
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opening  into  the  bladder  lias  been  obliterated.  Indeed, 
single  kidney  due  to  want  of  development  may  be  distin- 
guished from  that  caused  by  disease  and  atrophy  by  the 
condition  of  the  ureters  and  the  blood-vessels. 

When  "  single"  kidney  is  the  result  of  disease  tlie  condi- 
tion of  the  diseased  kidney  varies  very  considerably;  it  may 
be  represented  only  by  a  mass  of  fibrous  tissue,  a  small  con- 
geries of  cysts,  or  a  nodule  of  fat.  Sometimes  the  kidney 
is  very  small,  and  occasionally  lobulated ;  there  msiy  be 
remnants  of  renal  tissue  remaining,  and  the  ureters  may  be 
either  occluded,  patent,  or  even  dilated.  The  appearance  of 
the  wasted  kidney  depends  upon  the  causes  of  atrophy, 
which  are  either  sudden  and  complete  obstruction  to  the 
passage  of  urine  from  the  pelvis,  or  obliteration  of  the  renal 
artery  at  an  early  period  of  life.  Frequently  we  meet  with 
greatly  wasted  kidneys  as  a  consequence  of  disease  late  iu 
life, — as,  for  example,  in  tubercular  lesions,  or  in  chronic  in- 
flammatory affections  attacking  one  kidney  only.  These, 
however,  do  not  come  within  the  scope  of  this  paper. 

The  pelvis  and  ureter  of  the  "single  kidney"  are  seldom 
much  altered,  and  are  never  double,  as  has  been  described  by 
some  authors.  Cases  of  a  kidney  provided  with  double  pelves, 
and  double  ureters  extending  to  and  entering  the  bladder 
at  different  points,  must  be  looked  upon  as  examples  of 
"fused  kidney"  rather  than  of  true  "single  kidney."  In 
many  congenital  cases,  however,  the  arteries  and  veins  are 
anomalous  in  their  distribution,  and,  as  might  be  expected, 
are  collectively  larger  in  size  than  normal. 

Dr.  M.  Wilson"^  describes  a  case  of  congenital  absence  of 
the  right  kidney  where  the  left  organ  was  enlarged,  circular 
in  form,  and  lobulated  on  the  surface,  and  situated  close  to 
the  brim  of  the  pelvis,  in  front  of  the  common  and  external 
iliac  arteries  of  that  side,  with  w^hich  it  was  in  contact.  Its 
duct,  which  was  enlarged  at  the  hilus,  so  as  at  first  sight  to 
resemble  a  cyst,  gradually  narrowed,  but  continued  to  be  of 
greater  calibre  than  usual  throughout  its  course,  except  at 
the  point  of  entrance  into  the  bladder,  where  it  assumed  the 
normal  size.  The  left  renal  artery  came  off*  from  the  point 
of  bifurcation  of  the  aorta,  passed  obliquely  downwards  and 
outwards,  resting  on  the  front  of  the  left  common  iliac  artery, 
and  entered  the  upper  extremity  of  the  kidney,  having  pre- 
viously divided  into   two   branches.     Dr.  W.  F.    Menzies  t 

*  Edinhurqh  Medical  Journal,  vol.  xx,  part  ],  p.  13. 
t  Journal  of  Anatomy  and  Phi/siologif,  vol.  xxi,  p.  111. 
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describes  a  case  of  '^  single  kidney/'  in  wliicli  he  states  that 
tlie  arterial  supply  was  as  follows  : 

"  Just  above  the  bifurcation  of  the  aorta  a  branch  was 
given  off  from  the  anterior  aspect,  and  ran  to  the  interior 
internal  corner  of  the  kidney,  entering  it  about  a  quarter  of 
an  inch  from  the  edge  of  the  posterior  surface.  From  the 
right  common  iliac  a  third  renal  artery  took  its  origin,  and 
entered  the  organ  in  close  proximity  bnt  inferior  to  the 
former.  The  middle  and  inferior  sources  of  supply  were 
long  straight  vessels,  of  similar  lumen  to  the  superior.'' 

Similar  anomalies  of  the  circulation  in  '^single  kidney" 
have  been  noticed  by  Hebb,*  Strube,t  Macdonald  Brown, + 
Macdonald,§  Duckworth, ||  and  Th.  Tourtual.^ 

{g)  Malformation  of  other  organs,  such  as  the  rectum,  the 
hlaclder,  the  ureters,  the  vagina,  and  the  ovaries,  frequently 
accompany  congenital  defects  in  the  kidney.  This  is  not  to 
be  wondered  at  Avhen  we  remember  the  close  embryonic 
relationship  of  these  parts;  but  this  is  a  subject  which  is 
rather  beyond  the  scope  of  this  paper. 

(//)  The  -position  of  the  adrenal  body  on  the  affected  side 
vai-ies  considerably.  Sometimes  where  the  kidney  is  small  or 
altogether  wanting,  the  adrenal  body  is  natural  in  size  and 
normal  in  position  ;  on  the  other  hand,  however,  commonly 
the  adrenal  body  is  misplaced,  and  undoubtedly  in  a  few 
instances  may  not  be  present ;  or,  again,  the  "  single  kidney  " 
may  have  two  adrenal  bodies,  as  in  a  case  published  by 
Liebmann,*^  where  a  "single  kidney"  lying  in  the  pelvis 
had  two  adrenals  associated  with  it.  Brumerft  states  that 
in  forty-eight  cases  of  "  single  kidne}" "  which  he  had  col- 
lected the  adrenal  bodies  were  only  absent  in  five. 

3.  Absence  of  both  Mdneys  is  found  in  the  lower  grade  of 
monstrosities  only,  and  according  to  Beclard  this  anomaly  is 
most  frequently  met  Avith  in  acephalous  monsters.  Chaussier  Jt 
showed  a  foetus  in  which  the  urinary  bladder,  kidneys,  and 

*   Transactions  of  the  Patholorjieal   Society  of  London,   1885,   vol.   xxxvi, 
p.  281. 

t    Ueher  congenitale,   lange,  und  hildungs  Anomalies-  der  Xieren  des  Arch., 
Bd.  cxxxvii,  1894. 

X  Journal  of  Anatomy  and  Physiology,  vol.  xxviii,  p.  197. 

§  Lancet,  1885,  vol.  i,  p.  979. 

II    Transactions  of  the  Pathological  Society,  Loudon,  vol.  xx.  1896. 

^  Zweiter  anatomischer  Bericht,  n.s.w.,  Muiistei-,  1833,  S.  (J9. 
**   Centb.fiir  Chir.,  1887. 
tt   Virchow's  Archiv,  vol.  Ixxii,  p.  344-. 
IX  P"U.  de  la  Facidte'de  Med.  de  Paris,  1810,  p.  35. 


and  Displacements  tcitliout  Mobility.  145 

uterus  were  entirely  absent;  and  Mayer*  also  published  an 
example  where  the  same  organs  were  wanting'.  These  cases 
may  be  of  great  interest  from  the  enibryological  standpoint ; 
and  from  the  physiological  side  they  are  also  of  interest,  as 
illustrating  that  the  most  important  functions  of  life  may  be 
preserved  ui  iitero,  without  the  presence  of  any  renal  tissue, 
but  they  are  of  no  practical  value  to  the  surgeon. 


II.    Variations  in  form  and  size. 

1.  General  variation  in  form,  lohulatioii,  S,-c. — Slight  changes 
in  shape  from  the  typical  normal  kidney  are  by  no  means 
uncommon,  and  in  more  marked  instances  the  organ  may  be 
elongated  so  as  to  become  sausage-shaped,  or  it  may  be 
increased  in  thickness  and  globular  in  form,  resembling  the 
shape  of  the  kidney  in  the  foetus.  In  a  few  cases  the  kidney 
has  been  found  to  assume  the  discoid  shape.  These  altera- 
tions from  what  we  may  assume  as  the  normal  type  are  often 
unassociated  with  any  other  anomaly;  but  when  an  abnormal 
condition  exists,  such  as  malposition  of  the  kidney,  a  typical 
distribution  of  vessels,  or  malformations  of  other  genito- 
urinary organs,  then  lobulation  of  the  kidney  is  more  frequent 
in  occurrence  and  more  marked  in  degree.  In  the  feeLus 
and  in  young  children  slight  lobulation  is  seen,  but  usually 
after  the  first  year  of  life  the  lobules  become  fused,  and  are 
no  longer  apparent,  unless  in  exceptional  cases.  In  some  of 
these  the  separation  of  the  lobules  may  not  be  very  distinct 
on  the  surface  of  the  organ,  but  if  a  vertical  section  of  it  be 
made  the  original  lobulated  condition  of  the  gland  is  seen. 
The  persistence  of  this  frjctal  condition  is  generally  more 
marked  at  the  anterior  than  at  the  posterior  aspect  of  the 
kidney.  A  section  of  the  kidney  shows  the  medullary  sub- 
stance arranged  in  wedges,  which  form  the  pyramids,  sepa- 
rated from  one  another  by  the  columns  of  I3ertini.  These 
pyramids  correspond  to  the  embryonic  lobules  of  the  kidney, 
though  several  lobules  may  fuse  together  in  one  pyramid. 

2.  Hypertrophy  of  one  kidney. — Hypertrophy  of  one 
kidney  is  not  often  met  with  independent  of  some  condition 
which  has  produced  a  functionary  weakness  of  its  fellow. 

Hypertroph}'  of  both  kidneys  is,  however,  often  seen  in 
cases  of  diabetes  insipidus,  and  perhaps  also  in  diabetes 
mellitus. 

*  Journal  des  Frogris,  tome  4,  p,  281. 
VOL.  XXSI.  10 
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Enlargement  of  one  kidney  only  may,  however,  occur  inde- 
pendent of  any  functional  inactivity  or  structural  defect  of 
its  neighbour.  The  kidney  may  go  on  increasing  in  size 
beyond  the  normal  limit,  just  as  we  may  have  excess  of 
growth  in  one  limb,  or  undue  growth  of  individual  fingers 
or  toes,  of  the  tongue,  the  larynx,  or  the  lower  jaw. 

Case  13.  Simple  hypertroijliy  of  the  left  hidney  only :  right 
kidney  normal  in  size  and  appearance. — At  a  post-mortem 
examination  upon  a  man  thirty-six  years  of  age,  who  died 
from  fracture  of  the  skull,  I  found  the  right  kidney  to  be 
normal  in  weight,  6|  ounces,  while  the  left  weighed  10| 
ounces.  The  man  was  of  average  height,  and  weighed  11  j 
stones.  Both  kidneys,  on  microscopic  examination,  were 
found  to  be  typically  healthy,  with  the  exception  of  the 
histological  elements  of  the  left  kidney,  which  were  uni- 
formly enlarged,  as  has  been  observed  in  cases  of  compensa- 
tory hypertrophy. 

3.  Fusion  of  two  kidneys. — The  amount  of  fusion  that 
takes  place  between  two  kidneys  varies  greatly.  We  may 
have  the  two  organs  united  together,  across  the  vertebras,  at 
their  lower  extremities,  by  a  narrow,  thin,  and  flat  isthmus, 
which  may  be  formed  of  connective  tissue  only,  as  illustrated 
in  Fig.  17,  or  the  union  may  be  made  up  of  kidney  paren- 
chyma. These  are  the  lowest  grades  of  coalescence  ;  and 
from  these  we  meet  with  all  degrees  of  fusion  until  we  reach 
a  condition  where  the  two  kidneys  become  completely  incor- 
porated in  one  another,  so  as  to  form  either  one  disc-shaped 
organ  (Fig.  22),  generally  situated  in  the  middle  line,  or  an 
elongated  body  on  one  side  of  the  spine — the  sigmoid  kidney 
(Fig.  21).  But  in  fused  kidney,  however  unshapely  the  renal 
mass  may  be,  the  renal  form  may  be  entirely  lost  on  both 
sides ;  the  hilum  may  be  absent ;  the  pelvis  may  be  dis- 
torted, and  the  blood-vessels  most  irregular  in  their  distri- 
bution :  still  there  is  one  feature  in  all  tbe  varying  forms 
of  this  anomaly, — namely,  that  they  all  possess  evidence  of 
two  ureters,  and  not  one  only,  as  in  true  examples  of  single 
kidney. 

We  will  first  consider  the  lower  degrees  of  fusion,  and 
afterwards  will  give  instances  where  more  complete  incor- 
poration of  the  two  organs  has  taken  place. 

(a)  Horseshoe  kidney  is  the  most  common  form  of  fusion. 
The  two  organs  are  joined  together    at   their    lower  ends, 
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sometimes  by  a  simple  band  of  tissue, — as,  for  example,  in 
Figs,  17  and  18.  In  other  instances  the  union  is  more  com- 
plete, wliilo  the  reiuil  form  of  the  two  lateral  segments  may 
not  be  retained,  as  in  Fig.  19.  Or,  again,  as  in  Fig.  20,  not 
only  may  the  renal  outline  be  considerably  distorted,  but 
there  may  also  be  marked  lobulation,  as  well  as  anomalous 
distribution  of  the  blood-vessels,  or  deformity  of  the  pelvis 
and  ureters. 

Case  14.  Horseshoe  kidney  united  htj  an  isthmus  of  Jihrous 
tissue  at  the  level  of  the  hifurcation  of  the  aorta  :  renal  form 
well  retained.'^ — Horseshoe  kidney  from  the  body  of  a  man 
who  died  of  pneumonia.  The  isthmus  which  unites  the  lower 
ends  of  both  kidneys  to  one  another  is  about  one  inch  broad. 

Fig.  17. 


and  is  situated  in  front  of  the  bifurcation  of  the  aorta ;  that 
vessel  is  unusually  small  in  size.  The  right  ureter  arises 
from  the  pelvis  by  two  distinct  channels,  and  passes  down- 
wards in  a  groove,  which  is  more  distinctly  marked  than  the 
corresponding  one  on  the  left  side.     The  left  nreter  occupies 

*  Glasgow  Royal  Infirmary  Muaeuin,  series  vii,  No.  3. 


148  Dr.  Newman  on  Malformation  of  the  Kidney 

a   similar  position,   but   the   pelvis   from    which    it   arises    is 
almost  normal  in  form. 

The  blood-supply  is  by  five  arteries,  which  pass  off  directly 
from  the  aorta.  Two  arteries  supply  the  right  segment,  while 
the  left  is  supplied  by  three.  Considering  the  anomalous 
distribution,  the  arterial  supply  is  wonderfully  symmetrical. 
On  both  sides  an  artery  passes  directly  to  the  tipper  and 
convex  aspect  of  the  kidney,  while  the  other  arteries  pass 
into  the  kidney  at  the  hilum.  In  the  specimen  the  veins  have 
not  been  preserved. 

Drs.  Sutherland  and  Edington  published  in  the  Glasgow 
Medical  Journal,  vol.  xlix,  p.  89,  an  example  of  horseshoe 
kidney  where  the  departure  from  the  normal  is  even  less 
than  in  the  case  just  referred  to.  In  their  case  the  two 
kidueys  are  united  by  an  isthmus  of  renal  tissue  which 
measures  1'3  cm.  vertically  and  3  mm.  antero-posteriorly. 
Both  kidneys,  however^  are  distinctly  lobulated. 

Fro.  18. 


Case  15.  Horseshoe  kidney  icith  lohidation  and  comjjleie 
fusion  of  hoth  kidueys  :  malformation  of  pelves  and  anomalous 
distrihiition  of  blood-vessels. — Both  kidueys  retain  to  some 
extent  their  renal  form,  and  are  united  at  their  lower  ends  by 
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a  distinct  lobule,  which  is  marked  off  by  two  deep  grooves. 
On  the  right  side  the  pelvis  is  not  greatly  malformed,  but  on 
the  left  it  is  abnormally  small,  and  is  separated  into  two 
distinct  branches,  one  passing  to  the  upper,  the  other  to  the 
lower  part  of  the  organ.  The  right  segment  receives  one 
artery  while  the  left  is  supplied  by  two,  one  entering  at  the 
hilum,  the  other  close  to  the  upper  end  of  the  kidney.  Both 
renal  veins  pass  out  at  the  hiluni. 

Fig.  19. 


Case  1G.  Horseshoe  Ixidncy  vifli  complete  incorporation  of 
the  tiro  organs :  lobulation  of  hotJi,  segments,  tlie  ureters 
deformed,  and  anomalous  distribution  of  the  tdood-vessels* — 
The  two  kidneys  tive  completely  united  at  theii*  lower  ends, 
and  the  whole  renal  mass,  although  lobidated,  is,  roughly 
speaking,  uniform  in  diameter,  and  in  this  respect  contrasts 
with  the  previous  specimens. 

When  removed  from  the  body  the  mass  weighed  15|  oz. 
The  arteries,  which  are  small  in  size,  sprang  direct  from  the 
aorta,  and  the  veins  passed  to  the  vena  cava  direct.  On  the 
right  side  three  arteries  enter  the  kidney  on  its  upper  aspect, 

*  Eoyal  Infirmary  Museum,  series  vii,  No.  4. 
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while  the  left  segment  is  supplied  by  an  artery  which  enters 
the  deformed  hilum  on  the  right  side.  Three  venous  trunks 
unite  to  form  one  vein  before  the  blood  is  emptied  into  the 
vena  cava,  while  on  the  left  side  one  vein  only  leaves  the 
kidney  from  the  hilum.  On  the  right  side  the  pelvis  is 
divided  into  three  distinct  branches,  which  unite  at  the  lower 
limit  of  the  horseshoe  to  form  the  right  ureter.  On  the  left 
side  the  pelvis  is  also  segmented  into  three  parts,  forming 
roughly  with  the  ureter  the  appearance  of  a  St.  Andrew's 
cross.  The  ureter  passes  downwards  in  a  deep  groove  on  the 
anterior  aspect  of  the  horseshoe. 

Fig.  20. 


As  a  rule,  the  horseshoe  kidney  rests  on  both  sides  of  the 
spinal  column,  but  lower  down  than  normal^  the  isthmus 
generally  crossing  the  vertebral  column  about  the  level  of 
the  bifurcation  of  the  aorta.  The  band  of  union  is  almost 
always  at  the  lower  extremity,  so  that  the  concavity  of  the 
horseshoe  presents  upwards.  Cases,  however,  have  been 
recorded  where  the  union  was  found  to  be  at  the  upper  in 
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place  of  the  lower  ends  of  the  organ.  It  has  been  already- 
shown  that  the  bond  of  union  between  the  two  segments  may 
be  slight  or  may  be  very  intimate;  in  the  former  the  blood- 
vessels, pelves,  and  ureters  seldom  depart  much  from  the 
normal  in  their  number  or  distribution,  but  when  the  binding 
of  the  two  organs  is  very  complete  the  auxiliary  structures 
also  ai'e  markedly  anomalous.  This  circumstance  may  raise 
the  question  Avhether  or  not  the  anomalous  distribution  of 
vessels  may  be  regarded  as  a  cause  of  the  malformation  of 
the  kidney.  The  pelvis  may  be  divided  into  several  separate 
cavities,  which  unite  to  form  the  ureter  some  distance  from 
the  hilum.  Monquiof^  publishes  a  case  where  a  kidney  was 
placed  transversely  across  the  lumbar  vertebrte,  and  had  four 
pelves,  four  ureters,  and  as  many  arteries  and  veins.  What- 
ever the  other  deformities  may  be,  the  ureters  seldom  pass 
behind  the  renal  mass.  Durham,t  however,  describes  a  case 
in  which  the  ureters  passed  behind  the  organ.  The  united 
mass  weighed  13i  oz,,  and  was  formed  by  the  union  of  the 
lower  extremities.  The  structure  of  the  kidney  is  described 
as  normal. 

Sutherland  and  Edington  describe  an  interesting  example 
of  horseshoe  kidney  in  a  male  child,  where  there  was  a 
pyonephrosis  limited  to  the  left  segment.  On  this  side  the 
pelvis  was  greatly  dilated,  and  there  were  cavities  represent- 
ing dilated  calices,  which  largely  replaced  the  renal  tissue 
and  still  contained  remains  of  pus.  The  left  half  of  the 
isthmus  showed  a  similar  lesion ;  the  right  side  of  the 
specimen  and  the  corresponding  portion  of  the  isthmus  were 
normal. 

Morris  I  describes  and  illustrates  a  most  unusual  form  of 
fused  kidney,  and  one  Avith  which  I  am  not  familiar.  The 
two  kidneys  lie  together,  as  if  the  hilum  of  one  kidney  was 
placed  against  the  outer  convex  aspect  of  the  other.  The 
following  is  his  description  of  the  specimen  : 

"  The  two  kidneys  formed  an  irregulai-ly  shaped  mass 
which  weighed  13  oz.,  and  was  lying  on  the  front  of  the 
promontory  of  the  sacrum.  It  was  not  an  ordinary  horse- 
shoe, for  the  vessels  and  ureters  were  arranged  most  un- 
usually. The  central  part  of  the  mass  Avas  fissured  by  a 
sulcus,  in  which  the  ureter  for  the  left  kidney  coursed  down- 
Avards    and    the    vein    for  the   same    upAvards,  passing  into 

*  Journal  (lex  Savans,  1878,  May  IGtli. 

t   Gu;fs  Hospital  lieporls,  1860,  p.  407. 

X  Si(r(/ical  Diseases  of  the  Kidney,  1883,  p.  96. 
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the  vena  cava  just  above  the  junction  of  the  two  iliacs.  In 
the  right  half  of  the  mass  the  ureters  and  vessels,  instead  of 
being  situated  centrally,  were  on  its  outer  side,  the  ureter 
being  in  front  of  the  vessels  as  in  the  left,  and  as  is  usual  in 
fused  kidneys.  The  arterial  supply  in  each  consisted  of  two 
or  three  arteries  for  each  half  of  the  mass,  about  the  size  of 
radials,  derived  from  the  common  iliac  arteries,  and  entered 
the  lower  part  of  each  kidney.  The  supra-renal  capsules  Avere 
in  their  normal  positions.  The  renal  substance  to  the  naked 
eye  was  healthy.^' 

(b)  Sigmoid  kidney. — Sigmoid  kidney  is  an  end-to-end 
fusion  of  the  two  organs.  In  this  anomaly  both  kidneys 
occupy  one  side  of  the  body  only,  but  while  the  condition  is 
unilateral  it  cannot  be  properly  included  under  the  term 
"  single  kidney." 

The  following  specimen  from  the  museum  of  the  Royal 
Hospital  for   Sick    Children,  given   to  me   by  Dr.  Lewis   R. 

Fig.  21. 


Sutherland,  illustrates  very  beautifully  a  typical  sigmoid 
kidney.  I  may  quote  his  description  of  it  in  the  Glasgow 
Medical  Journal  for  February,  1898,  p.  95. 
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"Fusion  of  kidneys  in  a  female  child. — The  fused  mass, 
which  measures  11  "5  cm.  in  length,  presents  an  elongated 
reniform  outline,  and  is  possibly  formed  hy  the  superposition 
of  one  kidney  on  the  other,  as  represented  in  the  accompany- 
ing- sketch  (Fig.  21). 

*'  The  anterior  surface  of  the  mass  is  irregularly  loLulated  ; 
the  posterior  surface  is  smooth.  There  are  two  distinct 
pelves,  one  above  the  other,  each  in  its  own  hilum.  The 
upper  hilum  presents  antero-internally,  the  lower  anteriorly. 

"The  ureters, which  are  of  normal  dimensions,  pass  down- 
wards and  outwards  from  the  corresponding  pelves,  and  lie 
in  grooves  on  the  anterior  surface  of  the  mass.  The  upper 
entered  at  the  right,  the  lower  at  the  left  angle  of  the  tri- 
gone. The  bladder  was  normal.  The  vascular  relations 
were  not  fully  determined. 

"  The  supra-renal  bodies  were  normally  disposed.  An 
examination  of  the  generative  organs  was  not  made.  Micro- 
scopic examination  of  the  fused  mass  shows  normal  renal 
tissue. 

"  The  specimen  was  removed  post  mortem  from  a  girl  about 
seven  years  of  age.  The  mnss  occupied  the  right  renal 
region,  and  was  distinctly  palpable  in  life  (G.  H.  E.).  There 
was  no  trace  of  renal  tissue  found  on  the  left  side. 

"  Note. — The  appearances  suggest  an  incomplete  union  of 
two  kidneys,  the  smaller  (lower  part  of  the  mass)  represent- 
ing the  left,  the  larger  (upper  part)  the  normally  placed 
right  kidney. 

"  From  the  relations  of  the  lower  ureter  and  pelvis  inver- 
sion of  the  left  kidney  may  possibly  be  inferred,  as  well  as 
coalescence  with  the  anterior  surface  of  the  inferior  ex- 
tremity of  the  right  kidney  (Royal  Hospital  for  Sick 
Children)." 

Almost  precisely  similar  specimens  are  described  by  Dr. 
G.  Broesike,  of  Berlin,*  and  by  Dr.  A.  Birmingham. f 

Sigmoid  kidney  maybe  regarded  as  intermediate  between 
horseshoe  kidney  and  disc-shaped  kidney.  The  first-men- 
tioned fusion  is  very  complete,  while  in  the  latter  only  the 
lower  extremities  of  the  organs  are  united.  They  differ  also 
in  the  circumstance  that  the  disc-shaped  kidney  and  the 
horseshoe  kidney  are  most  frequently  placed  in  the  middle 
line,  while   in  sigmoid   kidney   one  kidney  is  transferred  to 

*    Vircliow's  Arrkiv,  Novembfir,  1884. 

t  Dublin  Journal  of  Medical  Science,  vol.  xc,  p.  47. 
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the  opposite  side,  where  it  is  joined  to  the  lower  or  inner  part 
of  the  opposite  organ.  Pi-obably  sigmoid  kidney  is  the 
rarest  form  of  fusion. 

(c)  Disc-shaped  Jcidncy. — Disc-shaped  kidney  is  applied  to 
those  instances  where  incorporation  of  the  two  organs  is 
very  complete, — as,  for  example,  in  the  following  cases,  an 
illustration  of  which  has  been  given  to  me  by  Drs.  Sutherland 
and  Edington. 

Fusion  of  kidneys  in  a  male  infant :  hypospadias  :  umbilical 
hernial  sac. — "  The  kidneys  form  a  mass  of  approximately 
reniform  outline,  measuring  6*5  cm.  vertically,  3  cm.  laterally, 
and  2*5  cm.  antero-posteriorly.  The  anterior  surface  shows 
distinct  lobulation;  the  posterior  surface  is  smooth  (Fig.  22). 

Fig.  22. 


The  hilum  faces  anteriorly  or  antero-internally,  a  small  amount 
of  renal   substance  being  situated   towards  the  middle  line 
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behind.  Emergiuo:  from  the  hilum  are  two  distinct  simple 
pelves,  one  above  the  other.  This  is  corroborated  on  makinj:^ 
a  section  of  the  mass.  The  lower  ureter  passes  to  the  right 
side  of  the  trigone,  and  is  crossed  anteriorly  by  the  upper 
ui-etcr  on  its  course  to  the  left  side  of  the  trigone. 

"There  are  three  sets  of  renal  arteries:  (1)  an  upper, 
entering  the  upper  end  of  the  hilum ;  (2)  a  lower,  entering 
the  lower  end  of  the  hilum  ;  and  (3)  a  third  vessel  supplying 
the  intermediate  parts.  Branches  1  and  3  arise  from  the 
lateral  aspect  of  the  aorta,  one  above  the  other  at  the  crossing 
of  the  renal  vein.  Branch  2  arises  from  the  anterior  aspect 
of  the  aorta  to  the  right  and  below  the  origin  of  the  inferior 
mesenteric  artery.  The  renal  vein  is  formed  mainly  by  three 
ti"ibntaries  emerging  from  the  upper  and  middle  portions  of 
the  hilum.  It  crosses  the  aorta  in  the  normal  situation  of  the 
left  renal  vein.  There  is  entire  absence  of  corresponding- 
renal  vessels  on  the  right  side. 

"  The  specimen  shows  further  the  obliterated  hypogastric 
arteries,  and  a  portion  of  persisting  urachus  likewise  ob- 
literated. The  bladder  is  normal  (shown  turned  downwards 
and  forwards  in  the  figure). 

"The  specimen  was  removed  post  mortem  from  a  male 
infant  aged  two  months,  who  died  of  acute  broncho-pneumonia. 

"The  'fused  kidney'  occupied  the  leftside.  There  was 
entire  absence  of  kidney  on  the  right  side.  The  right  supra- 
renal body,  however,  was  present,  as  shown  in  preparation, 
but  markedly  flattened  out  on  the  under  surface  of  the 
diaphragm.  The  left  supra-renal  body  occupied  its  normal 
position.  Both  supra-renal  bodies  were  supplied  by  vessels 
arising  directl}^  from  the  aorta,  the  left  receiving  in  addition 
two  twigs  from  the  highest  renal  artery.  The  left  supra-renal 
vein  emptied  into  the  left  renal  vein,  the  right  supra-renal 
vein  directly  into  the  inferior  vena  cava.  Microscopic 
examination  shows  a  normal  structure.  The  vasa  deferentia, 
vesiculas  seminales,  and  testes  were  normal.  There  was  fairly 
well-marked  hypospadias.  There  was  also  a  small  umbilical 
hernial  sac. 

"  Note. — The  relations  of  the  ureters  to  one  another,  and 
the  origin  of  the  lowest  renal  artery,  are  compatible  with  the 
possibility  of  the  lower  half  of  the  mass  having  occupied  a 
position  to  the  right  of  the  median  line  (Royal  Hospital  for 
Sick  Children)." 
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C.  Variations   in  the  Pelvis,  Ureters,  and  Blood-vessels. 

Malformations  of  the  pelvis  and  ureters  are  fairly  common, 
but  these  are  generally  of  little  importance. 

The  pelvis  and  upper  two  inches  of  the  ureter  are  very 
frequently  abnormal  in  cases  of  misplaced  or  malformed 
kidney,  but  even  where  the  kidney  is  normal  in  position  and 
in  form  the  ureters  may  be  deformed.  These  abnormalities 
have  been  already  fully  illustrated  in  the  foregoing  cases,  in 
some  of  which  the  pelvis  has  been  seen  to  be  double  or  in 
several  divisions,  each  of  which  may  have  a  separate  connec- 
tion with  the  ureter. 

The  ureter  may  be  double  only  for  a  short  distance  in  its 
upper  part,  but  in  rai'e  instances  it  has  been  found  so  thi'ough- 
out  its  whole  course.  We  have  seen  a  double  ureter  ex- 
tending to  within  two  inches,  and  cases  have  been  de- 
scribed where  it  has  extended  to  within  one  inch  of  the 
bladder. 

Mr.  John  Wood*  describes  such  a  case.  He  says  that 
"  in  a  male  subject  four  ureters  were  discovered  emerging 
from  the  hilum  of  each  kidney  ;  they  united  after  proceeding 
about  four  inches  towards  the  bladder,  forming  a  pelvis  from 
which  sprang  the  ureter  proper.  On  section  of  one  kidney 
the  hilum  was  found  occupied  b}"  a  quantity  of  fat  and  con- 
nective tissue,  embedded  in  which  the  ureters  could  be  traced 
to  the  infundibula  communicating  with  the  calyces  and 
pyramids  ;  thus  there  was  no  pelvis  within  the  hilum,  but  the 
calyces  united  to  form  infundibula,  of  which  these  ureters 
seemed  to  form  a  continuation,  and  they  became  united  in  a 
pelvis  some  distance  from  the  kidney." 

Cases  also  have  been  described  by  Thompson,  Coen, 
Richmond,  Longe,  Fere,  and  Josso. 

It  may  be  safely  said  that  no  abdominal  arteries  are  more 
irregular  in  their  distribution  than  are  those  which  supply 
the  kidneys.  They  may  var}"  in  number,  in  their  source  of 
origin,  or  in  the  mode  in  which  they  enter  the  kidney.  Cases 
have  been  recorded  where  both  renal  arteries  have  originated 
from  a  common  stem  arising  from  the  front  of  the  aorta,  or 
the  renal  blood-supply  may  be  augmented  by  branches  from 
the  internal,  external,  or  common  iliacs,  from  the  supra- 
renal artery,  from  the  hepatic  artery,  or  from  the  middle 
sacrnl. 

*   Tranmeiions  of  the  Patliological  Sociefi/,  Loudon,  vol.  vii,  p.  261. 
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The  mode  of  eutraucc  of  the  arteries  also  varies.  They 
may  pierce  the  kidney  at  the  hilum,  or  may  enter  at  any 
part  of  its  surface,  but  most  commonly  abnormal  vessels  are 
found  at  the  upper  extremity  of  the  organ.  Again,  the 
renal  arteries  may  give  off  branches  to  the  diaphr.igm,  to  the 
ascending  colon,  to  the  livei',  or  to  the  pancreas. 

These  irregularities  in  source,  number,  and  distribution 
are  well  known,  and  have  been  fully  described  by  Professor 
MacAlister.* 

Professor  Joseph  Coats  showed  a  specimen  at  the  Glasgow 
Pathological  and  Clinical  Society,t  which  has  some  bearing 
upon  the  subject  Ave  are  now  considering.  The  specimen 
was  one  of  hydronephrosis,  where  constriction  of  the  ureter 
was  caused  by  the  pressure  of  an  abnormal  renal  artery. 
Professor  Coats  says : 

"  The  kidney  has  been  supplied  by  two  principal  arteries. 
This  artery  has  four  branches,  three  of  which  pass  into  the 
kidne}^  along  the  anterior  border  of  the  pelvis,  Avhilst  the 
fourth  has  passed  rather  downwards  and  backwards.  In  its 
passage  this  artery  has  encountered  the  ureter,  and  has 
crossed  the  latter  shortly  before  its  insertion  into  the  apex  of 
the  pelvis.  There  is  a  deep  groove  produced  by  the  artery, 
beneath  which  the  ureter  passes.  The  two  rounded  bulgings 
which  here  conceal  the  parts  are,  respectively,  the  dilated 
first  part  of  the  ureter  and  the  apex  of  the  pelvis.  The 
dilated  piece  of  ureter  could  be  brought  out  by  pulling  on 
the  ureter;  and  it  was  then  seen  that,  at  the  place  where  the 
artery  crossed  the  ureter,  the  wall  of  the  latter  was  greatly 
thinned,  the  muscular  coat  being  apparently  destroyed." 

We  placed  in  the  museum  of  the  Royal  Infirmary  a  peculiar 
abnormality  of  the  kidney  associated  with  a  malformation  of 
one  ureter.  The  left  kidney  is  about  two  inches  longer  than 
normal,  and  is  divided  by  a  deep  groove  into  two  distinct 
parts,  the  upper  the  larger,  and  the  lower  the  smaller  part, 
are  each  provided  with  a  distinct  pelvis  and  ureter,  but  the 
ureters  join  about  two  inches  from  the  lower  border  of  the 
organ. 

*  Journal  of  Anatomy  and  Thysiology,  vol.  xvii,  p.  250. 
f   Tranmctions,  vol.  iii,  p.  277. 
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XVIII. — Three  cases  of  Perforatuig  Wo'uids  of  the 
Knee-joint.  By  F.  C.  Wallis.  Read  March  11, 
1898. 

CASE  1. — E.  du  C,  S3t.  23j  whilst  getting  over  some  spiked 
railings  in  Hyde  Park,  on  February  1,  1895,  slipped  and 
fell  with  liis  whole  weight  on  to  a  spike,  which  struck  him 
on  the  inner  side  of  the  head  of  the  left  tibia,  about  three 
quarters  of  an  inch  below  the  joint.  He  fell  forwards  on  his 
hands,  disengaged  himself  from  the  railings,  and  got  up. 
He  felt  no  pain,  but  after  walking  a  few  yards  noticed  that 
the  leg  was  bleeding.  He  then  hailed  a  cab,  walking  about 
fifty  yards  to  meet  it,  keeping  the  leg  stiff.  On  arriving 
home  the  wound  was  bathed  in  hot  water,  dressed  with 
vaseline,  and  bandaged  up.  He  walked  upstairs  with  the 
aid  of  a  stick  to  tea,  and  down  again.  At  about  7  p.m. — 
three  and  a  half  hours  after  the  accident — he  suddenly  found 
that  his  trousers  and  the  sofa  were  wet  with  blood,  and  that 
the  bandages  were  soaked. 

Dr.  Addinsell  was  asked  to  see  the  patient,  and  he,  on 
examining  the  leg,  found  a  lacerated  wound  at  the  upper  and 
inner  side  of  the  left  tibia,  with  considerable  effusion  in  the 
joint.  Dr.  Addinsell  very  wisely  did  not  probe  the  wound, 
but  thoroughly  cleaned  it  with  1 — 20  carbolic,  dressed  it, 
and  put  the  leg  on  a  splint. 

February  2. — I  saw  the  patient  with  Dr.  Addinsell  twenty- 
four  hours  after  the  accident.  We  found  the  joint  very  much 
distended,  and  on  palpating  the  patella  there  was  an  obvious 
'^splashing  sound"  to  be  heard  in  the  joint.  We  took  this 
to  be  an  indication  that  the  joint  had  been  opened  and  air 
had  entered,  and  also  that  probably  the  wound  of  the  capsule 
was  a  considerable  one.  The  patient's  temperature  at  this 
time  was  101°.  Under  the  circumstances  we  decided  to  open 
up  the  wound,  and  explore  the  joint  if  necessai-y. 

The  patient  was  given  A.C.E.  mixture  by  Dr.  Brand,  and 
the  wound  and  surrounding  skin  were  thoroughly  cleaned. 
The  wound  was  traced  up  to  the  joint  capsule,  which  was 
found  opened  by  a  ragged  tear,  three  quarters  of  an  inch  in 
length.  The  incision  was  prolonged  through  this,  so  that  a 
thorough  exposure  of  the  joint  might  bo  obtained.  This  was 
found  to  be  full  of  clot^  all  of  which  was  washed  away,  and 
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the  ioint  thoroughly  irrigated  with  1 — oOOO  perchloride 
solution. 

The  capsule  was  then  united  by  fishing-gut  sutures,  and 
the  muscles  by  a  fresh  set;  a  continuous  horsehair  suture 
brought  the  skin  together.  No  drainage  was  employed;  the 
skin  was  covered  by  a  collodion  dressing,  blue  wool  was 
bandaged  on  this,  and  the  limb  fixed  on  a  back-splint.  There 
was  some  pain  the  next  day,  and  the  temperature  was  100°, 
but  from  this  time  on  the  progress  of  the  case  was  in  every 
way  satisfactory. 

February  9. — Wound  dressed  ;  quite  healed. 

February  11. — Stitches  removed;  the  lower  end  of  the 
wound — which  at  the  time  of  the  accident  was  considerably 
lacerated — gaped  somewhat.  These  edges  were  smeared  over 
with  iodoform  paste  and  brought  together  by  strapping. 

This  gaping  of  the  wound  prevented  one  from  starting 
passive  movements  as  early  as  could  be  wished.  It  was  felt 
that,  considering  the  nature  of  the  accident,  considerable 
laceration  of  tissue  must  have  occurred,  and  that  the  union 
might  easily  be  broken  down  if  the  leg  were  not  kept  at  rest 
until  the  gaping  wound  had  healed,  by  which  time  the  union 
of  the  whole  wound  might  be  considered  sound.  The  granu- 
lating of  this  wound  took  quite  another  ten  days.  Passive 
movement  was  then  begun,  but  it  was  some  time  before  any- 
thing like  free  movements  could  be  obtained. 

I  was  anxious  to  bend  the  knee  under  an  anaesthetic,  and 
this  was  done  in  the  presence  and  under  the  superintendence 
of  Sir  Thomas  Smith ;  but  we  did  not  feel  justified  in  using 
a  great  deal  of  force,  as,  on  account  of  the  immense  length 
of  the  femur — the  patient  is  6  feet  4  inches, — fracture  was 
quite  in  range  of  possibility. 

From  now  on  the  case  progressed,  rather  slowly  at  first, 
towards  perfect  recovery. 

Case  2.— Emily  K.,  ^t.  13,  admitted  July  2,  1895,  for 
perforating  wound  of  knee-joint  (left). 

Patient  had  a  pair  of  scissors  thrown  at  her  on  July  1 ; 
these  pierced  the  skin  about  half  an  inch  above  the  upper 
edge  of  patella,  sticking  into  the  wound  so  firmly  that  they 
had  to  be  pulled  out. 

On  admission  the  joint  was  distended  with  fluid  and 
painful,  but  the  skin  was  not  reddened.    Temp.  102*2°. 

July  3. — Distension  and  pain  increased.  Temp.  101°. 
Patient  was  taken  to  theatre  and  operated  on  under  CHCL. 
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The  skin  was  well  washed  and  the  penetrating  wound  scraped 
out.  An  incision  about  three  inches  in  length  was  made 
running  through  the  track  of  wound,  all  the  tissues  round 
the  track  being  cut  or  scraped  away.  The  joint  was  opened, 
and  slightly  turbid  fluid  and  large  flakes  of  lymph  escaped. 
The  joint  was  freely  irrigated  with  Lot.  Hyd.  Perchl.  1  —  3000, 
and  then  closed  with  deep  silkworm-gut  sutures,  and  a  con- 
tinuous horsehair  for  the  skin. 

July  5. — Wounds  dressed.  Temp.  1018°.  Knee  not 
tender. 

July  12. — The  temperature  keeping  up  and  the  joint  re- 
maining distended,  the  wound  was  opened  up  and  a  tube 
passed  through  the  joint,  and  irrigation  performed  twice 
daily. 

The  patient  made  a  very  good  recovery,  but  owing  to  some 
mistake  was  alloAved  to  walk  too  soon — during  my  absence, — 
with  the  result  that  a  certain  amount  of  genu  valgum  was 
produced.  To  overcome  this  she  was  ordered  a  Thomas 
knee-joint  splint,  Avith  which  she  left  the  hospital. 

I  regret  to  say  that  she  was  only  seen  once  since  the  time 
she  left,  and  although  repeated  efforts  have  been  made  to  get 
her  to  come  to  the  hospital  they  have  been  unavailing. 

Case  3. — Joseph  R.,  get.  11,  schoolboy,  was  admitted  on 
November  23,  1894,  under  my  care  with  a  punctured  wound 
on  the  outer  and  upper  side  of  the  left  knee,  and  swelling  of 
the  joint. 

Freviou-s  history. — The  patient  was  cutting  a  piece  of 
wood  on  his  knee,  when  the  knife  slipped  and  caused  a  wound 
on  the  outer  side  of  left  knee  opposite  the  patella.  This 
happened  fourteen  days  previous  to  admission.  He  was 
brought  to  the  out-patient  department,  and  the  knee  was 
thoroughly  cleaned,  dressed,  and  put  on  a  splint. 

He  wore  a  splint  for  two  days,  when  it  was  removed  by 
his  aunt.  On  being  brought  to  hospital  the  splint  was  re- 
applied :  there  appears  to  have  been  a  difference  of  opinion 
between  his  aunt  and  the  hospital  with  regard  to  the  neces- 
sary treatment. 

When  seen  on  the  day  of  admission  the  joint  was  red 
and  swollen,  and  there  was  obviously  fluid  in  it.  Temp. 
10r4°,  pulse  rapid,  tongue  foul,  and  the  boy  looked  ill.  On 
passing  the  probe  into  the  wound  it  went  in  two  and  a  half 
inches  upwards  and  backwards,  and  semi-purulent  synovial 
fluid  escaped  along  the  probe. 
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Under  ether  the  skin  wound  was  scraped,  an  incision 
about  three  inches  in  length  made  over  it  down  to  the  joint, 
from  which  four  ounces  of  semi-purulent  fluid  were  evacuated. 
A  similar  incision  was  made  on  the  opposite  side  of  the 
patella,  and  the  joint  thoroughly  washed  out  with  1 — 3000 
perchloride  solution.  The  synovial  membrane  was  found  to 
be  much  congested.  Deep  sutures  (silkworm  gut)  were 
used  to  unite  the  synovial  membrane,  and  horsehair  for  the 
skin  wound.  The  wound  was  sealed  with  collodion  and 
dressed  with  blue  gauze. 

November  26. — The  joint  was  opened  up  again,  and  pus 
escaped  freely;  drainage-tube  inserted. 

December  3. — The  joint  doesnot  drain  well,  some  bagging 
posteriorly  ;  a  counter-opening  was  made  on  the  outer  side  of 
the  popliteal  space,  and  a  tube  put  in.  Continuous  irrigation 
was  commenced  with  hot  1 — 2000  solution. 

December  11. — No  noticeable  improvement.  Under  an 
angesthetic  seven  drainage-tubes  were  inserted  in  various 
places,  and  irrigation  carried  on  as  before. 

January  10. — Two  tubes  removed. 

January  24. — All  tubes  out ;  leg  on  back  splint. 

March  1. — Wounds  healed;  ankylosis  of  knee-joint;  dis- 
charge. 

The  sequel  of  this  case  was  that,  although  the  boy  was 
sent  out  with  a  Thomas's  knee-joint  splint,  he  soon  discarded 
it,  and  returned  to  the  hospital  after  some  months  with  his 
knee  flexed  at  considerably  over  a  right  angle,  and  I  had  to 
excise  the  joint. 

These  three  cases  of  perforating  wounds  of  the  knee-joint 
seem,  from  their  various  results,  to  be  of  sufiicient  interest 
to  bring  before  this  Society,  and  there  are  one  or  two  points 
in  reference  to  the  treatment  which  I  think  of  more  than 
common  interest. 

Case  1  was  a  really  bad  wound  of  the  joint,  and  it  is 
remarkable  that  the  patient  was  able  to  do  so  much  walking 
as  he  did  after  the  accident.  The  presence  of  air  in  the  joint 
was  both  a  curiosity  and  a  danger,  and  no  doubt  the  amount 
of  walking  after  the  accident,  with  such  an  opening  into  the 
joint,  sucked  in  the  air. 

The  good  result  obtained  was  due  to  the  prompt  action 
taken  both  with  reference  to  the  immediate  dressing  of  the 
wound,  and  to  the  early  operative  interference. 

In  looking  through  the  rather  voluminous  literature  with 
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regard  to  wounds  of  the  knee-joint,  it  will  be  seen  that  only 
those  cases  recover  (that  is,  run  an  aseptic  course)  which  are 
immediately  treated.  This  fact  is  borne  out  by  the  following 
cases : 

Case  A.* — D.  S.,  tet.  5,  cut  her  knee-joint  open  and 
divided  the  patella  on  April  9,  1890,  by  falling  on  some 
shingle.  Child  taken  home,  joint  washed  out  with  carbolic 
lotion,  patella  wired,  and  skin  edges  brought  together  with 
silk;  drainage-tube  used.  Removed  on  tenth  day.  Recovery 
with  perfect  movement  of  joint. 

Case  B.f— AV.  W.,  set.  21,  A.B.,  H.M.S.  Severn,  was 
wounded  by  a  ricochet  bullet  fired  at  600  yards.  The  bullet 
buried  itself  in  the  head  of  the  tibia  and  opened  the  knee- 
joint.  The  wound  and  joint  wei'e  syringed  out  with  a  mixture 
of  1 — 20  carbolic  and  1 — 200  perchloride,  and  dressed. 

The  recovery  was  an  aseptic  one ;  twenty-five  days  after 
the  accident  he  could  run  ! 

A  rather  rapid  progress  in  every  sense  of  the  word.  It 
would  be  interesting  to  know  what  was  the  condition  of  the 
joint  at  the  end  of  a  year. 

Cases  C  and  D.J — Ex-pressman  was  struck  by  the  edge  of 
stone  just  above  the  knee,  making  a  wound  of  six  inches  ex- 
tending into  the  joint.  Joint  washed  out  with  1 — 40  carbolic, 
drainage-tube  inserted,  wound  otherwise  sewn  up.  Discharged 
on  thirty-fifth  day,  able  to  bend  knee,  but  not  to  walk. 

R.  M.,  aet.  54,  wound  of  right  knee  with  axe  three  inches 
long  parallel  with  patella.  Joint  syringed  out  at  seat  of 
accident  with  hot  water,  dressed  and  sent  to  hospital,  no 
drainage.  Healed  on  twenty-ninth  day.  Resumed  work  two 
months  after  accident. 

The  desirability  of  using  a  drain  in  these  cases  seems 
questionable ;  I  believe  cases  do  better  without.  At  all 
events,  it  is  not  necessary  to  leave  the  drain  in  the  joint 
for  anything  like  the  length  of  time  reported  in  the  above 
cases. 

When   it   is  certain  that  the  case  is   going  well  passive 

*  Under  care  of  Paul  Swain,  :Brit.  Med.  Journ.,  1890,  vol.  ii,  p.  1120. 
t  Reported  by  Alexander  Turnbull  from   Hong  Kong  in  the  Brit.  Med. 
Journ.,  1894,  vol.'i,  p.  912. 

I  Boston  3Ied.  and  Surg.  Journ.,  vol.  xciii,  Xo.  23,  1887. 
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movement  should  be  commenced  at  once,  and  massage  as 
soon  as  possible.  But  I  believe  it  is  not  advisable— it  is  even 
harmful  to  use  any  force,  or  to  allow  the  patient  to  take 
really  active  exercise  until  some  weeks  have  elapsed,  the 
length  of  time  depending  upon  the  severity  of  the  wound  of 
course.  Permanent  weakening  of  the  joint  may  be  the  result 
of  rash  haste. 

In  Cases  2  and  3,  under  my  care,  the  treatment  of  sewing 
up  these  wounds  after  Avashing  out  the  joints  which  were 
obviously  septic  may  be  questioned.  My  reason  for  adopting 
this  treatment  was  that  I  had  done  so  in  other  cases  where 
the  knee-joint  was  suffering  fi'om  synovitis  of  a  septic  nature, 
with  the  best  results,  but  in  these  cases  there  was  no  direct 
wound. 

I  will  briefly  quote  two  cases  : 

Case  A. — A  girl  tet.  19  was  under  the  care  of  Dr.  Aber- 
crombie,  in  Charing  Cross  Hospital,  for  some  weeks  with 
painful  synovitis  of  the  left  knee-joint,  which  was  greatly 
distended.    She  had  mai'ked  pyrexia.    No  other  joint  affected. 

She  was  treated  with  salicylates,  &c.,  for  nearly  three 
weeks,  with  no  abatement  of  the  symptoms.  I  was  asked  to 
see  her,  with  the  idea  of  opening  the  knee-joint.  This  I  did, 
washing  the  cavity  thoroughly  with  weak  perchloride  solution, 
and  then  closed  it  up  without  drainage. 

The  temperature  fell  to  normal,  pain  ceased,  and  the> 
patient  made  a  rapid  and  perfect  recovery. 

The  fluid  which  escaped  when  the  joint  was  opened  was 
tui'bid,  and  had  large  flakes  of  lymph  in  it. 

Case  B. — A  small  boy,  set.  7,  was  admitted  under  my  care 
into  Charing  Cross  Hospital  with  acute  infective  periostitis 
of  the  femur,  which  had  gone  on  to  suppuration.  The  abscess 
was  opened  and  drained.  It  was  noticed  at  the  time  that  the 
knee-joint  was  distended.  This  distension  increased,  and  the 
temperature  kept  up  to  105°.  The  joint  was  opened,  and 
turbid  flaky  fluid  escaped,  which  became  gelatinous  on  being 
treated  with  KHO,  and  showed  pus  corpuscles  uiader  the 
microscope.  The  joint  was  thoroughly  irrigated  with  per- 
chloride solution  1 — 2000,  and  sewn  up.  The  wound  healed 
up  by  first  intention. 

Almost  exactly  a  year  later  the  boy  returned  to  the  hospital 
with  fresh  trouble   in  his  knee-joint,  which  was   much  dis- 
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tended,  and  the  scar  of  the  first  incision  was  bulging.  The 
old  wound  was  reincised,  the  same  sort  of  fluid  escaped. 
The  synovial  membrane  was  noticed  to  be  inflamed  and 
thickened.  The  joint  was  again  washed  out  and  again  sewn 
up,  and  again  healed  by  first  intention.  It  is  two  years  since 
the  last  operation,  and  the  boy  has  been  seen  several  times  : 
the  knee-joint  remains  sound. 

On  the  strength  of  such  cases  as  these  I  thought  I  might 
fairly  allow  myself  the  chance  of  a  similar  result  in  the  two 
perforating  wounds.  I  believe  the  chance  would  have  been 
very  good  if  these  patients  had  been  in  a  better  way  of  life, 
but  they  were  both  miserably  nurtured  children,  with  weak 
and  disordered  digestions. 

The  treatment  of  these  joints  when  they  suppurate  is  a 
matter  of  some  interest.  Prolonged  drainage  does  not  neces- 
sarily mean  ultimate  ankylosis.  Perfect  recovery  may  occur, 
and  in  the  worst  cases  a  useful  joint  may  be  the  result. 
The  marvellous  results  which  occur  when  pyeemic  joints 
suppurate  and  are  drained  are  well  known. 

The  following  is  a  case  in  point  : 

M.  D.,  set.  25,  was  admitted  into  the  Metropolitan  Hospital, 
under  my  care,  on  June  25,  1895,  with  pygemic  suppuration 
of  arm  and  left  knee-joint  following  on  a  miscarriage.  The 
abscesses  and  the  knee-joint  were  drained.  She  left  the 
hospital  on  August  5  with  all  wounds  healed,  able  to  bend 
the  knee  and  walk.  Seen  again  three  months  later  with 
perfect  movement  of  her  joint ;  it  was  practically  normal. 


Another  case  of  suppurating  knee-joint,  not  pyemic,  was 
that  of — 

E.  B.,  set.  14,  admitted  on  December  10,  1893,  for  acute 
suppurative  periostitis  of  the  left  tibia.  The  knee-joint  be- 
came distended  and  painful,  and  was  obviously  infected. 
The  joint  was  opened  by  two  lateral  incisions,  and  drained 
for  nearly  eight  weeks.  The  wounds  of  the  joint  ultimately 
healed,  and  the  boy  can  move  his  joint  through  nearly  a 
right  angle. 

He  has  been  at  work  now  for  nearly  three  years,  and  can 
walk,  stand,  or  sit  with  the  greatest  ease,  but  he  gets  no  further 
range  of  joint  movement. 

The  points  to  be  observed  in  the  treatment  of  these 
suppurating   cases    are — free   incisions  in    the    most    liberal 
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sense,  thorough  exploration  at  the  time,  and  subsequent 
irrigation  and  drainage. 

The  drainage-tubes  should  be  removed  from  the  interior 
of  the  joint  after  the  third  or  fourth  day,  and  be  only  used 
after  that  to  keep  open  communication  with  the  joint,  which 
should  be  irrigated  twice  daily.  Passive  movement  should 
commence  at  the  same  time  (unless  there  is  some  sti'ong 
contra-indication),  slightly  at  first,  gradually  increasing. 
Pain  is  rather  severe  to  commence  with,  but  very  soon  gets 
less,  and  almost  disappears  after  a  shoi't  time. 

The  plan  of  treatment  carried  out  in  the  third  case  under 
my  care  is,  I  believe,  the  worst  possible.  The  joint  bristled 
with  from  ten  to  twelve  large  drainage-tubes,  and  constant 
irrigation  was  more  or  less  carried  out.  Gradually  each 
tube  became  surrounded  by  granulation  tissue,  and  was  then 
withdrawn.  By  this  means  the  whole  of  the  joint  cavity  was 
filled  Avith  a  solid  mass  of  granulation  tissue,  and  any  chance 
of  future  movement  was  entirely  lost. 

This  method  of  treatment  was  carried  out  by  my  house 
surgeon  and  myself  more  or  less  as  an  experiment,  as  we  had 
heard  of  such  a  treatment,  but  I  do  not  propose  trying  it 
again. 
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XIX. — A  case  of  Chronic  Hydrocephalus  treated  by  intra- 
cranial drainage.  By  G.  A.  Sutherland,  M.D.,  and 
W.  Watson  Cheyxe,  F.R.C.S.,  F.R.S.  Bead  March 
11,  1898. 

THE  following  is  the  history  of  this  case. 
Sidney  B.,  aet.  6   months,  was  admitted  to  hospital  on 
May  26,  1897,  suffering  from  chronic  hydrocephalus. 

The  infant  was  born  after  a  tedious  labour,  necessitating 
the  employment  of  forceps.  He  was  plump  and  well  formed, 
but  the  head  was  noticed  to  be  rather  large.  From  the  time 
of  birth  he  seemed  to  waste  about  the  body,  while  his  head 
increased  in  size.  As  regards  syphilitic  disease,  inquiry 
elicited  the  facts  that  he  had  had  persistent  "  snuffles,"  and 
that  red  spots  had  appeared  on  the  nates.  At  the  age  of  two 
months  he  had  an  attack  of  whooping-cough  with  convulsive 
seizui'es,  not  accompanied  by  unconsciousuess.  His  diet  con- 
sisted of  breast  milk  for  the  first  month,  and  then  cow's 
milk  and  barley  water.  At  the  age  of  three  months  he  was 
brought  to  the  hospital  on  account  of  persistent  wasting, 
increasing  size  of  the  head,  irregular  twitchings  of  the  arms 
and  legs,  apparent  blindness,  and  the  fact  that  as  regards 
intelligence  he  did  not  appear  to  be  like  other  children. 
The  condition  of  hydrocephalus  was  then  well  marked.  He 
was  ordered  malt  extract,  syrup  of  the  iodide  of  iron,  and 
mercurial  inunction  ;  and  as  no  improvement  followed  after 
three  months  of  this  treatment,  Dr.  Alexander  Morison, 
under  whose  care  he  had  been,  sent  him  into  hospital  with  a 
view  to  possible  surgical  interference. 

The  parents  were  healthy,  and  there  was  no  family  history 
of  phthisis  or  other  constitutional  disease.  There  was  one 
other  child,  two  years  old,  who  enjoyed  good  health.  There 
had  been  no  miscarriages. 

The  child  was  markedly  bydrocephalic  when  admitted, 
but  presented  no  other  congenital  abnormality.  The  body 
was  emaciated  and  anaemic,  intelligence  was  practically  unde- 
veloped, and  the  child  was  quite  blind.  He  ate  and  slept 
well,  but  during  his  Avaking  hours  he  was  extremely  languid, 
although  easily  frightened  by  any  noise  or  sudden  movement. 

The  head  was  much  enlarged  in  all  its  dimensions,  the 
fx'ontal  bones  were  prominent,  and  there  was  proptosis  with 
downward  deviation  of  the  eyeballs.     The  bones  of  the  skull 
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were  imperfectly  ossified,  and  could  be  easily  indented.  The 
fontanelles  were  much  enlarged,  and  were  continuous,  form- 
ing a  large  space  which  measured  9^  inches  in  the  transverse 
diameter  and  9^  inches  in  the  longitudinal  diameter  at  the 
widest  points.  The  individual  bones  of  the  vertex  were 
widely  separated.  The  skin  over  this  area  was  extremely 
tense,  and  pulsation  was  absent.  The  measurements  of  the 
head  were  as  follows  : — Across  the  vertex  from  occiput  to 
glabella  13-1  inches,  and  from  mastoid  to  mastoid  16  inches. 

The  temperature  on  admission  was  slightly  raised,  but 
soon  fell  to  normal.  On  physical  examination  the  heart, 
lungs,  and  abdominal  organs  were  appai-ently  healthy.  There 
were  no  symptoms  of  cortical  irritation,  no  retraction  of  the 
head,  and  no  paralysis.  The  fundus  oculi  was  not  examined 
until  a  later  period,  when  no  evidence  of  optic  neuritis  was 
present. 

On  June  5  the  following  operation  was  performed.  The 
scalp  having  been  shaved  and  disinfected,  a  curved  incision 
about  one  and  a  half  inches  long  was  made  over  the  left 
lower  angle  of  the  anterior  fontanelle,  and  the  skin  and 
deeper  tissues  were  turned  down  from  off  the  dura  mater. 
A  small  incision  was  then  made  in  the  dura  mater  about  a 
quarter  of  an  inch  in  length.  There  was  no  fluid  in  the  sub- 
dural space.  Before  the  operation  a  catgut  drain  was  made 
as  follows  : — A  bundle  of  finest  catgut,  containing  some 
sixteen  strands  and  about  two  inches  long,  was  prepared, 
one  end  of  the  bundle  being  tied  together  and  the  other 
being  free.  As  soon  as  the  dura  mater  was  incised,  the  tied 
end  of  this  bundle  was  seized  with  a  pair  of  sinus  forceps 
and  pushed  downwards  and  slightly  backwards  between  the 
brain  and  the  dura  mater  for  about  an  inch.  The  other  end 
of  the  drain,  which  projected  through  the  slit  in  the  dura 
mater,  was  then  grasped  with  the  sinus  forceps  and  pushed 
through  the  substance  of  the  brain  into  the  expanded  lateral 
ventricle.  The  bi-ain  was  very  thin  at  this  point,  and  clear 
fluid  escaped  immediately.  Having  thus  arranged  one  end 
of  the  drain  in  the  subdural  space  and  the  other  in  the 
ventricle,  three  fine  catgut  stitches  were  employed  in  com- 
pletely closing  the  opening  in  the  dura  mater,  and  the  skin 
was  stitched  up  with  a  continuous  silk  suture.  The  usual 
antiseptic  dressings  were  then  applied.  About  an  ounce  of 
fluid  escaped  from  the  ventricle  during  the  operation,  which 
altogether  lasted  only  a  few  minutes. 

The  child  passed  a  good  night  after  the  operation,  and  no 
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symptoms  of  cerebral  irritation  appeared.  The  same  night 
some  discharge  came  through  the  dressing,  to  which  fresh 
wool  Avas  added,  and  it  was  not  touched  again  until  the  fifth 
day,  when  the  wound  was  found  to  be  completely  healed 
without  any  signs  of  irritation.  The  stitches  were  removed 
and  a  collodion  dressing  applied.  The  temperature  on  the 
night  of  the  operation  rose  to  100"8°  F.,  on  the  following 
night  it  was  104'4°  F.,  and  continued  for  the  next  two  days 
between  104°  and  105°.  After  that  time  it  fell  somewhat 
gradually,  until  after  the  eleventh  day  it  continued  about  99°. 
During  this  period  the  child  ate  and  slept  well ;  there  were 
occasional  twitchings  of  the  fingers  in  both  hands,  and 
vomiting  occurred  once;  the  anaemia  seemed  to  increase,  and 
sweating  took  place  about  the  face,  but  otherwise  he  seemed 
to  be  as  regards  his  general  health  in  no  Avay  affected  by  the 
operation. 

On  the  fifth  day  after  the  operation  the  head  was  exa- 
mined and  found  to  be  distinctly  smaller  in  all  its  dimen- 
sions. The  occipito-glabellar  circumference  was  1  inch 
less,  and  the  measurements  across  the  vertex  showed  a  dimi- 
nution of  1.^  inches  transversely  and  1  inch  longitudinally. 
The  shrinking  was,  of  course,  much  more  apparent  to  the 
eye  than  these  measurements  would  suggest.  The  anterior 
fontanelle  was  not  bulging,  and  the  bones  were  not  nearly  so 
tense  as  before.  The  diminution  in  the  size  of  the  head 
steadily  continued,  and  in  a  few  weeks  the  spaces  between 
the  cranial  bones  were  entirely  obliterated,  the  bones  were 
beginning  to  override,  the  anterior  fontanelle  was  much 
smaller,  depressed,  and  pulsating,  and  the  proptosis  had  dis- 
appeared. A  ridge  could  be  traced  round  the  lower  part  of 
the  skull  where  the  more  rigid  bones  at  the  base  stood  out 
beyond  the  softer  bones  of  the  vertex,  which  had  sunk 
inwards.  At  the  same  time  the  head  appeared  to  be  markedly 
asymmetrical,  the  diminution  in  size  being  more  marked  on 
the  side  which  had  been  operated  on.  This  change  was 
probably  more  apparent  than  real,  as  along  with  a  depres- 
sion on  the  left  side  of  the  forehead  there  was  a  projection 
posteriorly  of  the  occiput  on  the  same  side. 

A  month  after  the  operation  the  diminution  in  the  size 
of  the  head  was  still  progressing.  On  the  1st  of  July  the 
patient  had  a  general  convulsive  seizure,  and  a  second  attack 
of  the  same  nature  occurred  a  fortnight  later.  Vomiting 
occurred  frequently  in  the  morning,  and  the  head  appeared 
to  be  rather  retracted.     On  the  13th  of  August  (nine  weeks 
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after  the  operation)  it  was  noted  that  the  child's  general 
condition  remained  much  the  same ;  he  was  losing  flesh,  and 
there  was  no  improvement  as  regards  intelligence  or  vision. 
Occasionally  there  were  sickness  and  screaming  at  nighty 
but  the  appetite  was  good,  and  the  child  was  very  quiet  when 
not  disturbed.  Opisthotonos  was  present,  but  was  only  per- 
sistent as  regards  the  retraction  of  the  head,  the  spine  being 
easily  straightened.  There  was  no  intra-cranial  tension,  and 
the  bones  of  the  skull,  which  were  overridiug  to  an  extreme 
degree,  appeared  to  be  harder  and  thicker.  The  anterior 
fontanelle  was  depressed  and  pulsating. 

After  this  date  rapid  emaciation  took  place,  the  vomit- 
ing and  screaming  increased,  the  opisthotonos  became  very 
marked,  and  death  ensued  on  the  6th  of  September,  three 
months  after  the  operation. 

Owing  to  unavoidable  circumstances  a  post-mortem  exami- 
nation was  not  made  until  thirty-six  hours  after  death,  and 
decomposition  was  so  far  advanced  that  it  was  impossible  to 
make  such  a  minute  study  of  the  brain  and  meninges  as 
could  have  been  desired.  The  body  was  extremely  emaciated. 
The  head  was  large  in  proportion  to  the  size  of  the  bod}-. 
The  bones  of  the  vertex  were  overriding  to  an  unusual  degree, 
and  there  was  a  definite  ridge  to  be  felt  round  the  under 
surface  of  the  skull,  caused  by  the  bones  at  the  base  pro- 
jecting beyond  the  plane  of  those  on  the  vertex.  On  opening 
the  skull  and  dura  mater  a  considerable  quantity  of  clear 
straw-coloured  fluid  escaped,  possessing  a  cadaveric  odour. 
In  the  right  frontal  region,  between  the  bone  and  the  dura 
mater,  there  Avas  about  an  ounce  of  blood-stained  fluid.  The 
membranes  at  the  base  were  thickened  and  adherent,  but 
presented  no  signs  of  acute  inflammation.  Over  the  vertex 
the  pia  arachnoid  was  apparently  normal.  The  bi-ain  was 
small  as  compared  with  the  cranium,  and  the  cerebral  tissue 
was  soft,  pulpy,  and  oedematous ;  while  at  the  base  it  seemed 
cystic  in  parts  or  in  a  state  of  gelatinous  degeneration.  The 
lateral  ventricles  were  equally  and  moderately  dilated,  but 
were  not  distended  with  fluid.  The  ependyma  was  of  a  dark 
purple  colour,  much  thickened,  and  formed  a  membrane  which 
was  easily  stripped  off,  and  was  not  granular.  In  the  left 
ventricle  there  Avas  a  small  amount  of  semi-solid  yellow 
material  (about  the  size  of  a  pea).  The  opening  into  the 
left  ventricle  made  at  the  operation  was  quite  evident,  and 
some  strands  of  catgut  lay  in  it,  one  piece  lying  free  in  the 
ventricle.     There  were  no  evidences  of  inflammation  around 
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the  catgut  drain,  which  could  be  traced  up  to  the  opening 
made  in  the  cranium,  at  which  point  the  brain  was  adherent 
to  the  dura  mater.  The  adhesions  formed  were  soft  and 
easily  broken  down,  and  amongst  thorn  lay  the  external  ends 
of  the  catgut  drain.  The  catgut  fibres  were  partially  ab- 
sorbed, soft  and  friable.  On  subsequent  examination  of  the 
vertex  of  the  skull  the  bones  were  found  to  be  thin,  ossified, 
and  overriding.  The  anterior  fontanelle  measured  2^  inches 
transversely  and  2j  inches  longitudinally,  while  the  posterior 
fontanelle  barely  admitted  the  tip  of  the  little  finger.  It 
may  be  remembered  that  before  operation  the  fontanelles 
formed  part  of  a  large  membi"anous  space  measuring  9  by 
9  inches,  and  the  different  bones  were  all  widely  separated. 
Cranio-tabes  was  well  marked  in  all  the  bones,  the  spaces 
being  in  some  parts  entirely  membranous,  in  others  partly 
closed  by  new  bone,  and  in  others  completely  closed.  The 
right  frontal  bone  was  overriding  the  left,  and  the  two 
parietals  were  overriding  the  two  frontal  bones  anteriorly 
to  the  extent  of  half  an  inch.  In  the  middle  line  the  two 
parietals  were  interlocked  and  overriding,  so  that  anteriorly 
the  right  parietal  was  external,  and  posteriorly  it  was  internal. 
The  interlocking  was  near  the  centre,  and  was  marked  by  a 
deep  notch.  The  occipital  bone  was  overriding  the  right 
parietal,  and  was  overridden  by  the  left.  The  asymmetry  of 
the  skull  already  i-eferred  to  was  explained  by  the  manner 
in  which  the  bones  were  interlocking  and  overriding. 

Realising  how  little  can  be  done  in  cases  of  chronic 
hydrocephalus  by  medical  treatment,  and  how  much  of  the 
serious  nature  of  this  disease  is  due  to  the  mechanical  hyper- 
distension  of  the  ventricles  with  fluid,  we  have  during  the 
last  few  years  made  repeated  attempts  to  remedy  this  state 
of  matters  by  operative  interference.  We  have  on  several 
occasions  drained  the  ventricles  from  outside  by  catgut  or 
horsehair,  we  have  used  repeated  tapping  of  the  ventricles, 
irrigation  of  the  ventricles  with  weak  irritating  fluids,  &c. ; 
but  we  cannot  say  that  real  improvement  has  resulted  from 
any  of  these  procedures,  and  we  came  to  the  conclusion  that 
no  benefit  was  to  be  expected  from  a  repetition  of  such 
measures.  Hence,  when  this  case  presented  itself,  we  had 
to  consider  whether  any  other  surgical  procedure  seemed 
likely  to  do  good.  In  a  recent  work  on  the  cerebral  circula- 
tion {Hie  Physiology  and  Pathology  of  the  Cerebral  Circulation, 
1896),  Dr.  Leonard  Hill  has  recorded  some  very  interesting 
experiments  on  the  relation  between  the  cerebro-spinal  fluid 
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and  the  cerebral  venous  circulation.     Among  the  conclusions 
drawn  we  may  mention  the  following. 

"  Fluid  escapes  directly  into  the  veins  from  the  subdural 
and  subarachnoid  space  at  any  pressure  above  the  venous 
pressure.  The  tension  of  the  cerebro-spinal  fluid  and  the 
cerebral  venous  pressure  are  normally  the  same." 

''That  the  rate  of  the  transudation  of  the  cerebro-spinal 
fluid  directly  depends  on  the  difference  between  the  cerebral 
venous  pressure  and  the  subarachnoid  pressure.  Diminished 
subarachnoid  pressure  produces  increased  transudation  until 
the  cerebral  venous  pressure  and  the  cerebro-spinal  pressure 
are  again  equalised.'' 

"  That  no  pathological  increase  of  cerebral  tension  can  be 
transmitted  by  the  cerebro-spinal  fluid,  because  this  fluid  can 
never  be  retained  in  the  meningeal  spaces  at  a  tension  higher 
than  that  of  the  cerebral  veins." 

These  conclusions  suggested  the  line  of  treatment  which 
has  just  been  described.  If  we  could  only  establish  a 
permanent  communication  between  the  ventricles  and  the 
subarachnoid  space,  then  no  matter  how  much  fluid  was  poured 
out  into  the  ventricles  it  would  be  at  once  carried  off  by  the 
veins,  and  thus  all  injurious  pressure,  whether  intra- or  extra- 
cerebral, would  be  removed  and  the  brain  would  be  free  to 
develop  if  it  could.  And,  further,  by  this  means  matters 
would  regulate  themselves  in  away  that  no  method  of  external 
drainage  could  effect,  for  when  the  communication  was  once 
established  the  rest  could  be  left  to  nature.  The  result  of 
the  operation  fully  confirmed  these  expectations.  The  dis- 
appearance of  all  abnormal  intra-cranial  pressure  was  complete 
and  permanent  from  the  time  of  the  operation.  The  shrinking 
in  the  size  of  the  skull  was  steadily  progressive  until  a  point 
was  reached  when  the  bones  were  overriding  to  the  fullest 
possible  extent  and  further  diminution  in  the  capacity  of 
the  cranium  was  checked.  The  factor  necessary  for  the 
complete  removal  of  the  intra-cranial  fluid,  namely,  the 
expansion  of  the  brain  substance,  was  apparently  absent  in 
this  case,  and  the  result  was  that,  although  the  ventricles 
were  completely  drained,  a  considerable  quantity  of  fluid 
remained  in  the  subdural  space,  as  shown  at  the  necropsy ; 
but  as  there  was  no  increased  tension,  it  was  not  the  presence 
of  this  fluid  which  hindered  the  expansion  of  the  brain. 
With  a  brain  incapable  of  expanding  sufiiciently  to  fill  the 
cranium  it  is  evident  that  this  fluid  could  not  be  absorbed 
without  producing  a  vacuum. 
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The  hydrocephalus  in  the  case  under  consideration  was 
probably  dependent  on  syphilitic  meningitis  arising  during 
intra-uterine  life,  and  death  was  clearly  due  to  the  natural 
extension  of  this  ti'ouble,  and  was  not  in  any  way  connected 
with  the  treatment  which  was  adopted.  The  disease  was 
congenital,  as  shown  by  the  disproportionate  size  of  the  head 
noticed  soon  after  birth,  and  by  the  fact  that  little  or  no 
cerebral  development  had  taken  place  during  the  first  six 
months.  Under  such  conditions  one  could  not  hope  to  do 
more  by  operation  than  give  the  patient  a  chance  of  life  and 
development.  Many  cases  of  hydrocephalus,  however,  occur 
which  are  more  suitable  for  treatment,  and  in  which  this  plan 
of  intra-cranial  drainage  might  be  worth  while  attempting. 

We  may  say  a  few  words  as  to  the  method  of  operation. 
Before  deciding  on  the  plan  adopted  various  other  methods 
were  considered.  Simply  to  make  a  hole  in  the  cerebral 
substance  Avith  a  pair  of  forceps  seemed  hardly  likely  to 
suffice,  for  as  the  brain  collapsed  in  the  first  outflow  of  fluid 
the  sides  of  the  opening  would  come  together  and  almost 
certainly  prevent  the  further  exit  of  fluid.  It  seemed 
necessary,  therefore,  to  adopt  some  more  permanent  means, 
while  at  the  same  time  it  Avould  not  be  advisable  to  have  a 
foreign  body  permaneutly  in  the  part.  Hence  fine  chromicised 
catgut  was  chosen,  which  would  resist  absorption  for  a  con- 
siderable period, — sufficiently  long,  we  hoped,  to  serve  the 
purpose.  Certainly  during  the  three  months  that  the  child 
lived  it  did  so.  Whether  after  all  the  catgut  became  absorbed 
re-accumulation  would  have  occurred,  we  cannot  of  course 
say,  but  it  seems  probable  that  channels  would  have  remained 
sufficient  to  keep  up  the  communication.  One  point,  how- 
ever, seems  to  deserve  attention,  viz.  that  the  catgut  should 
not  project  too  far  into  the  ventricle  for  the  ends  to  escape 
absorption  ;  probably  a  quarter  of  an  inch  is  as  far  as  tlae 
ends  need  hang  into  the  ventricle.  On  post-mortem  examina- 
tion a  small  piece  of  catgut  was  found  free  in  the  ventricle,, 
no  doubt  having  become  absorbed  at  the  point  where  it 
passed  through  the  brain  substance.  Even  though  this 
might  do  no  harm  it  is  clearly  an  undesirable  thing,  and 
would  probably  be  avoided  if  care  were  taken  that  the  drain 
just  passes  in  and  no  more.  The  operation  itself  was  one  of 
the  simplest  and  speediest  in  cerebral  surgery,  and  by  the 
complete  closure  of  the  opening  in  the  dura  mater  and  the 
external  wound  the  risk  of  persistent  and  undue  oozing  of 
cerebro-spinal  fluid  was  entirely  avoided. 
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Lastly  we  may  refer  to  the  rise  in  temperature  wliich 
occurred  after  the  operation.  This  was  not  accompanied  by 
any  other  symptoms  of  fever ;  the  psitient's  general  condition 
was  apparently  unaffected  by  it,  and  it  was  evidently  not  due 
to  any  septic  complication.  In  fact,  a  similar  rise  of  tem- 
perature has  occurred  in  several  of  the  cases  in  which  we 
have  tapped  or  drained  the  ventricles  externally,  and  we  now 
expect  it  in  the  natural  course  of  events.  This  pyrexia  would 
appear  to  depend  rather  on  some  disturbance  of  the  thermic 
centres  than  on  active  inflammatory  changes.  In  the  accom- 
panying chart  we  show  the  four-hourly  temperature  in  this  case 
(dotted  line),  and  the  four-hourly  temperature  from  a  case  in 
which  external  drainage  was  employed  (continuous  line),  and 
it  will  be  seen  that  the  correspondence  is  most  remarkable  in 
every  detail, — indeed,  the  chart  might  i-epresent  the  tempera- 
ture in  the  two  axilla?  of  the  same  case. 
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XX. — Two  cases  of  Interscapido-thoracic  Amjmtation 
for  Sarcoma  of  Hmnerus^  with  statistics  showing  the 
results  of  the  operation  recorded  up  to  the  present 
time.  By  Gilbert  BArvLixG,  M.B.,  F.R.C.S.  Head 
March  25,  1898. 

IN  1887  Paul  Berger  formulated  the  method  for  remov'al 
of  the  entire  upper  extremity  which  has  since  been  so 
honorably  associated  with  his  name.  Before  that  date 
many  operations  for  removal  of  the  same  parts  had  been 
performed,  but  without  any  well-regulated  plan  of  pi'ocedure 
comparable  to  Berger's.  The  essentials  of  his  method  are  as 
follows  : — (1)  A  horizontal  incision  is  made  along  the  clavicle, 
commencing  at  the  outer  border  of  the  sterno-mastoid  and 
ending  externally  just  beyond  the  acromio-clavicular  joint. 
The  middle  third  of  the  clavicle  is  then  resected  and  the 
subclavian  artery  and  vein  double-ligatured  and  divided 
between  the  two  ligatures.  (2)  From  the  middle  of  the 
clavicular  incision  an  anterior  one  passes  downwards  and 
outwards  just  outside  the  coracoid  process  to  the  margin  of 
the  anterior  axillary  fold  near  to  the  arm,  then  crosses  the 
axilla  to  its  posterior  margin,  and  finally  is  prolonged  down- 
wards and  inwards  to  the  inferior  angle  of  the  scapula.  (3) 
A  third  incision,  commencing  at  the  outer  end  of  the  first,  is 
carried  backwards  and  almost  vertically  downwards  to  meet 
the  second  incision  at  the  inferior  angle  of  the  scapula. 

The  occlusion  of  the  main  vessels  in  the  early  stage  of 
the  operation  reduces  the  loss  of  blood  to  a  minimum  and 
prevents  the  entrance  of  air  by  the  veins,  thus  abolishing 
the  two  great  immediate  dangers  of  the  operation. 

Whilst  following  Bergei-'s  directions  in  the  main  in  my 
cases,  I  departed  from  them  in  one  or  two  particulars,  as  will 
appear  in  the  notes  I  now  submit  to  you. 

Case  1. — J.  L.,  a  male  vet.  53,  was  admitted  under  my 
care  to  the  Birmingham  General  Hospital  on  February  5, 
1897,  for  a  large  tumour  of  the  right  upper  arm. 

Three  and  a  half  years  previously,  in  swinging  his  right  arm 
to  box  the  ears  of  one  of  his  children,  he  felt  something  break, 
although  the  force  used  was  very  slight,  and  on  presenting 
himself  at  the  hospital  it  was  found  that  there  was  a  fracture 


176  Mr.  Barling's  Gasefs  of  Interscajjulo-tlioracic 

of  the  liuinerus.  The  limb  was  placed  in  splines  for  seven 
weekS;  and  it  was  found  that  the  shoulder  was  so  fixed  that  it 
was  necessary  to  move  it  under  gas.  Since  then  lie  has  never 
been  able  to  raise  his  arm,  though  he  could  lift  a  weight  from 
the  ground. 

About  a  year  after  the  accident  he  noticed  that  the  arm 
was  beginning  to  swell;  there  was  no  definite  tumour,  but 
rather  a  general  expansion  of  the  upper  part  of  the  limb, 
which  slowly  increased  in  size  until  three  months  ago,  Avhen 
the  increase  became  rapid. 

He  has  practically  been  untreated,  as  he  was  afraid  to 
seek  advice  fearing  lest  he  might  have  to  lose  the  limb,  which 
from  its  weight  eventually  became  a  huge  incumbrance. 
During  the  time  of  the  enlargement  the  patient's  weight  has 
decreased  from  14  st.  7  lbs.  to  12  st.  Q\  lbs.  His  general 
health  has  on  the  whole  been  good,  with  the  exception  of  a 
little  gout. 

Present  condition. — The  upper  two  thirds  of  the  right  arm 
is  occupied  by  a  tumour  which  increases  from  below  upwards. 
It  is  not  painful  nor  tender;  the  skin  over  it  is  tense,  shiny, 
and  fixed  ;  the  cutaneous  veins  are  hugely  dilated,  and  in 
parts  fluctuation  is  evident.  The  growth  at  its  upper  part 
encroaches  upon  the  shoulder-joint,  and  obscures  the  outer 
end  of  the  clavicle  and  of  the  spine  of  the  scapula.  It  fills 
the  axilla  and  stretches  under  the  pectoral  muscles.  The 
vertical  measurement  round  the  axilla  is  27  inches,  the  corre- 
sponding measurement  on  the  left  side  being  18  inches;  the 
girth  of  the  arm  immediately  below  the  axilla  is  28  inches; 
the  corresponding  measurement  of  the  left  arm  is  13  inches. 
There  is  no  evidence  of  disease  in  lung,  heart,  or  other 
viscus.  Fig.  23  illustrates  the  size  and  position  of  the 
growth.  The  history  of  practically  spontaneous  fracture,  the 
length  of  time  the  growth  had  existed,  its  evidently  cystic 
condition,  and  the  absence  of  secondary  growth,  led  me  to 
diagnose  myeloid  sarcoma  beginning  in  the  medulla  of  the 
humerus.  It  appeared  worth  the  patient's  while  running  the 
risk  of  removal,  seeing  that  he  had  some  hope  of  immunity  in 
the  future,  and  I  determined  upon  Berger's  amputation  of 
arm,  scapula,  and  clavicle  as  the  only  possible  method  of  re- 
moving the  growth.  I  am  bound  to  say  it  was  only  after 
repeated  examination  that  I  was  able  to  convince  myself  of 
the  possibility  of  this  procedure. 

Operation  (February  8,  1897). — Berger's  directions  were 
adopted  with  the  following  modifications.     The   subclavian 
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artery  was  so  difficult  to  secure,  owing  to  the  patient^s  stout- 
ness and  the  size  of  the  tumour,  that  I  thought  it  wiser  not  to 
attempt  to  ligature  the  vein  here  lest  I  should  tear  it  and 
expose  the  patient  to  the  risk  of  canalisation  and  entrance  of 
air.  The  vein  was  therefore  not  secured  until  the  upper  part 
of  the  anterior  incision  had  been  made  and  the  pectoral 
muscles  divided.  The  anterior  and  posterior  incisions  were 
also  modified  to  meet  the  size  of  the  tumour,  which  projected 
to  such  an  extent  towards  the  thorax.  Both  these  incisions 
were  considerably  nearer  to  the  trunk  than  Berger  lays 
down,  and  though  it  appeared  likely  that  this  deviation 
might  leave  a  considerable  surface  to  heal  by  granulation, 
yet  it  was  found  that  the  edges  of  the  huge  wound  Avere 
easily  approximated.  The  amount  of  blood  lost  thi'oughout 
was  quite  small,  and  occurred  chiefly  from  the  huge  super- 
ficial veins  over  the  clavicle.     The  wound  was  drained. 

The  amount  of  shock  was  moderate,  and  the  progress 
during  the  first  few  days  was  satisfactory,  although  there  was 
a  good  deal  of  oozing  and  the  pulse  remained  at  about  120. 

On  the  night  of  February  15  the  patient  was  very  restless 
and  wandering,  but  he  answered  sensibly  at  times.  During 
the  next  week  his  mental  condition  Avas  curious ;  he  made 
silly  remarks  and  evidently  did  not  recognise  his  surround- 
ings, but  he  was  always  happy  and  amenable.  There  was  at 
this  time  a  little  suppuration. 

On  Friday  the  23rd  he  was  allowed  to  get  up,  and  from 
this  time  his  mental  condition  improved,  and  by  the  27th  he 
had  regained  his  balance.  The  patient  was  discharged 
March  16. 

The  growth  contained  large  blood  cysts,  and  was  of  a 
maroon  red  colour.  It  probably  commenced  as  a  central 
formation  about  the  middle  of  the  humerus,  and  it  had  com- 
pletely destroyed  all  trace  of  the  upper  two  thirds  of  the 
bone,  and  had  spread  so  as  to  overlap  the  scapula  on  both 
surfaces.  Its  naked-eye  appearance  was  that  of  a  myeloid 
sarcoma,  and  mici-oscopic  examination  confirmed  this,  though 
not  until  different  portions  had  been  investigated,  as  the 
cells  of  the  growth  in  most  parts  were  very  degenerate. 

Unfortunately  in  the  early  part  of  July  he  began  to  com- 
plain of  intense  and  persistent  frontal  headaches,  which 
medicines  failed  to  relieve,  and  some  time  afterwards  pro- 
ptosis  of  the  right  eye  was  noticed.  In  August  a  growth  was 
discovered  in  the  left  superior  maxilla,  and  later  numerous 
other  secondary  formations,  including  one  in  the  operation 
VOL.  XXXI.  12 
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scar,  developed,  the  patient  evidently  then  having  but  little 
longer  to  live. 


Case  2. — W.  H.,  a  male  vet.  37,  sent  to  me  by  Dr.  Dudley, 
of  Stourbridge,  was  admitted  to  the  Genei'al  Hospital  under 
my  care  on  February  11,  1897,  complaining  of  swelling  of  the 
left  upper  arm. 

The  patient's  history  told  that  he  suffered  pain  in  the  arm 
in  July,  1896,  and  this  was  regarded  and  treated  as  rheuma- 
tism. The  pain  was  more  or  less  persistent  until  Christmas, 
1896,  when  it  was  noticed  that  the  arm  was  beginning  to 
swell,  and  as  this  increased  he  discontinued  his  work  about 
the  middle  of  January,  1897.  The  patient,  who  is  a  clerk, 
thinks  that  he  may  have  damaged  his  arm  by  catching  it 
against  the  coi'ner  of  his  desk  in  rising  from  his  seat,  which 
he  does  frequently  during  the  day. 

Present  condition. — On  inspection  the  left  upper  arm  is 
noticed  to  be  generally  enlarged,  the  swelling  extending  to 
and  involving  the  shoulder-joint. 

On  palpation  a  firm  and  somewhat  elastic  swelling  is 
found  extending  fi'om  the  shoulder-joint  to  just  above  the 
elbow ;  the  parts  feel  infiltrated,  and  the  skin  is  rather  tense. 
On  grasping  the  limb  firmly,  distinct  mobility  is  detected  at 
the  junction  of  the  middle  and  lower  thirds  of  the  humerus. 

The  forearm  and  the  hand  are  slightly  cedematous.  All 
the  functions  are  normal,  and  there  is  no  evidence  of  disease 
in  the  external  glands  nor  in  the  thorax  or  abdomen. 

The  diagnosis  made  was  sarcoma  of  the  humerus.  As 
amputation  at  the  shoulder-joint  seemed  likely  to  be  followed 
by  speedy  recurrence,  the  disease  being  so  close  to  the  tissues 
from  which  flaps  would  be  made,  Berger's  amputation  was 
determined  upon. 

Operation  (Februai-y  19). — Bei'ger's  directions  were  fol- 
lowed except  that,  as  in  Case  1,  the  vein  was  not  tied  in  the 
same  position  as  the  artery,  but  after  a  portion  of  the  anterior 
flap  had  been  made.  Further  details  of  the  operation  need 
not  be  mentioned,  except  that  there  was  much  greater  loss  of 
blood  in  this  from  the  scapular  arteries  than  there  was  in  the 
first  case,  where  the  growth  was  much  larger.  The  flaps  were 
easily  brought  together  by  sutures  and  the  wound  was  drained. 
The  amount  of  shock  was  moderate. 

February  20. — The  patient  has  had  a  fairly  comfortable 
night,  but  felt  rather  low  and  depressed  in  the  morning.    He 
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had  a  slight  cough,  but  could  not  get  up  any  expectoration ; 
took  nourishment  well ;  temp.  98°,  pulse  100. 

February  21. — Has  had  a  very  restless  night;  rather  a 
troublesome  cough  still;  temp.  101°;  the  wound  was  dressed 
and  looked  well. 

February  23. — Temp.  102°;  pulse  125;  cough  trouble- 
some; profuse  expectoration,  muco-purulent  in  character; 
moist  rales  heard  over  both  lungs ;  wound  healing  well  and 
without  suppuration. 

For  the  next  few  days  the  condition  remained  much  the 
same  until  March  1,  when  patches  of  bi'oncho-pneumonia  were 
discovered  in  both  lungs;  temperature  remained  at  about  102°; 
pulse  110  to  120;  profuse  expectoration;  wound  looking 
well. 

On  March  6  the  tempei'ature  ran  up  to  105°;  pulse  140; 
resp.  44 ;  and  the  patient  was  very  feeble.  There  was  a 
little  suppuration  in  one  corner  of  the  wound,  bat  otherwise 
healing  was  going  on  well.  Fortunately  nourishment  and 
stimulants  were  taken  freely,  and  frequent  cold  sponging 
kept  the  temperature  from,  going  higher  than  104°. 

The  patient  remained  in  this  critical  condition  until 
March  14,  when  there  was  a  distinct  crisis,  the  temperature 
falling  to  97°.  From  that  time  he  made  a  good  recovery,  and 
was  discharged  April  12. 

The  tumour  proved  to  be  a  periosteal  formation  starting 
in  the  upper  two  thirds  of  the  humerus,  practically  destroying 
this  portion  of  the  bone,  except  the  head,  and  somewhat 
overlapping  the  capsule  of  the  shoulder-joint.  The  colour 
was  greyish  white,  and  there  were  no  cysts.  Microscopic 
examination  showed  the  growth  to  be  a  round-  and  spindle- 
celled  sarcoma,  the  former  predominating.  The  patient  has 
regained  his  strength,  appears  quite  well,  and  has  been  at 
work  several  months  (June,  1898). 

From  the  description  of  my  first  case  I  think  it  will  be 
evident  that  any  less  measure  than  the  operation  performed 
would  have  been  inadequate.  The  disease  was  of  long  dura- 
tion, and  secondary  infection  before  operation  was  carefully 
looked  for,  but  there  was  no  evidence  of  it  whatever,  and  the 
generalisation  of  the  growth  so  quickly  and  so  widely  after 
operation  was  very  disappointing*.  In  the  second  case  the 
growth  could  have  been  removed  at  the  shoulder-joint  by 
making  skins  flaps  only,  but  I  have  seen  such  speedy  recur- 
rence in   the  stump  in  two  similar  cases   that   I   had  little 
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hesitation  iu  advising  the  greater  operation.  By  this  means 
it  was  possible  to  get  much  further  from  the  growth  and 
remove  the  whole  of  some  structures  such  as  the  deltoid  aud 
the  synovial  membrane  and  a  larger  area  of  muscles  like  the 
pectorals,  thus  reducing  the  risk  of  local  recurrence  to  a 
minimum.  The  interscapulo-thoracic  amputation  carries 
with  it  greater  immediate  risk  than  removal  at  the  shoulder- 
joint — how  much  greater  is  difficult  to  estimate.  My  colleague 
Mr.  Chavasse,  in  an  excellent  paper  on  this  subject  read  before 
the  Royal  Medical  and  Chirurgical  Society,  relates  the  parti- 
culars of  forty-three  cases  of  removal  of  arm  and  scapula  and 
part  of  clavicle  with  nine  deaths  attributable  to  operation — 
that  is,  a  death-rate  of  nearly  21  per  cent.  His  record,  how- 
ever, begins  in  1838,  and  the  results  are  of  course  not  as  good 
as  those  of  modern  surgery.  His  paper  was  published  in  1890, 
and  I  have  been  able  to  collect  nineteen  cases  recorded  since 
then,  all  of  the  patients  recovei-ing  from  the  operation.  It 
may  be  that  unsuccessful  cases  have  not  been  published,  but 
I  find  that  during  the  last  ten  years  eight  interscapulo- 
thoracic  amputations  have  been  performed  at  the  General 
aud  Queen's  Hospitals  in  Birmingham,  all  the  patients  re- 
covering, showing  that  a  mortality  of  21  per  cent,  is  probably 
much  higher  than  now  obtains.  I  know  of  no  recent  statistics 
showing  the  result  of  ablation  at  the  shoulder-joint,  but 
Butlin  in  1885  gives  a  record  of  seven  cases  with  two  deaths, 
which  is  no  doutat  a  greater  death-rate  than  would  result  now. 
He  mentions,  however,  one  important  fact  bearing  upon  the 
question  raised  by  my  second  case ;  it  is  that  in  all  the  cases 
he  had  collected,  amputation  at  the  shoulder-joint  for  peri- 
osteal sarcoma  of  the  humerus  had  been  invariably  followed 
by  recurrence  in  the  stump,  in  all  the  patients  whose  further 
history  was  known. 
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Case  of  Acute  Ascending  Meningo -myelitis. 


XXI. — A  case  of  Acute  Ascending  Meningo-myelitis,  n-ith, 
bacteriological  examination.  By  Thomas  Buzzakd, 
M.D.,  F.R.C.P.,  and  J.  S.  Risien  Russell,  M.D., 
F.R.C.P.     Bead  March  25,  1898. 

THE  published  cases  of  acute  ascending  myelitis  in  which 
a  bacteriological  examination  of  the  nervous  system  has 
been  made,  and  has  been  attended  with  positive  results,  ai-e 
so  few  and  their  results  so  varied,  that  it  appears  to  us  im- 
portant that  all  such  observations  should  be  placed  on  record. 

As  the  following  case  belongs  to  the  class  in  question,  we 
propose  to  call  attention  briefly  to  its  leading  features.  The 
account  of  the  clinical  history  is  taken  from  careful  notes  by 
Dr.  W.  J.  Harris,  then  one  of  the  house  physicians  to  the 
hospital,  the  accuracy  of  which  we  are  able  from  personal 
observation  to  confirm  (T.  B.). 

J.  R.,  get.  36,  single,  a  clerk,  was  admitted  into  the 
National  Hospital  for  the  Paralysed  and  Epileptic  under  the 
care  of  one  of  us  (T.  B.)  with  a  history  of  his  having  first 
noticed  numbness  and  slight  weakness  of  the  left  leg  a  month 
before.  The  right  leg  soon  became  similai-ly  affected,  and 
since  that  time  he  had  experienced  difficulty  in  passing  his 
urine. 

Ten  days  before  admission  he  suddenly  lost  power  in 
both  legs  and  all  control  over  his  bladder,  since  which  time 
there  had  been  incontinence  of  urine.  Three  days  later  the 
numbness  which  had  previously  existed  in  his  legs  spread  up 
on  to  his  abdomen,  and  in  addition  to  this  he  had  been 
troubled  by  pain  between  the  shoulders  for  a  week  before  he 
came  into  hospital.  He  believed  that  slight  weakness  of  the 
arms  had  been  in  existence  about  the  same  time ;  but  the  day 
before  admission  he  noticed  that  his  hands  were  markedly 
weak,  and  he  had  slight  difiiculty  in  swallowing. 

Previous  history. — Twelve  months  before  he  came  under 
observation  he  contracted  a  chancre,  three  to  four  weeks 
after  exposure  to  infection,  and  it  was  followed  by  a  rash  on 
the  chest  and  a  sore  throat.  He  had  had  gonorrhoea  more 
than  once ;  a  gleet  existing  as  recently  as  six  months  before 
he  was  admitted  into  hospital. 

Condition  on  admission. — There  was  complete  flaccid  para- 
plegia without  dropping  of  the  feet,  and  the  muscles  of  the 
abdomen  and  thorax  were  also  paralysed.    There  was  marked 
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weakness  of  the  hands,  so  that  the  grasp  was  7iil  on  both 
sides ;  the  interossei  were  extremely  weak ;  he  was  neither 
able  to  straighten  nor  to  sepai-ate  the  lingers.  The  thenar 
muscles  were  also  very  weak,  as  were  the  flexors  of  the 
fingers  and  wrist  on  the  right  side,  though  to  a  less  extent. 
Thei'e  was  no  weakness  of  the  extensors  of  the  fingers  or 
wrist,  the  supinator  longus,  triceps,  biceps,  or  deltoid.  Re- 
spiration was  entirely  diaphi-agmatic,  the  chest  sinking  during 
inspiration.  The  accessory  muscles  were  not  in  action.  The 
head  was  turned  slightly  to  the  right.  The  ocular  movements 
were  normal,  and  there  was  no  nystagmus.  The  pupils  were 
unequal,  the  right  being  larger  than  the  left ;  the  left  pupil 
was  small,  and  did  not  dilate  in  dim  light,  while  the  right 
pupil  was  large,  somewhat  oval  vertically,  and  contracted 
readily.     The  discs  and  fundi  were  normal. 

Sensibility  to  tactile  and  painful  impressions  was  com- 
pletely abolished  over  the  lower  extremities  and  trunk  as 
high  as  the  level  of  the  first  intercostal  space,  just  above  the 
second  rib.  The  anaesthesia  also  extended  along  the  inner 
side  of  both  arms  as  far  as  the  styloid  process  of  the  ulna. 
There  was  pain  between  the  shoulders  and  a  subjective  feel- 
ing of  pain  and  stiffness  of  the  neck,  especially  on  being 
moved. 

An  acute  bedsore  existed  on  the  buttocks,  chiefly  on  the 
right  side. 

The  knee-jerks  were  absent,  and  there  was  no  ankle- 
clonus.  The  plantars,  cremasterics,  gluteals,  abdominal  and 
epigastric  reflexes  were  also  absent,  but  the  dartos  reflex  was 
preserved. 

The  bowels  were  constipated,  and  there  was  retention  of 
urine  with  overflow  incontinence,  the  bladder  being  distended 
up  to  the  umbilicus. 

The  lungs  were  normal,  and  respirations  32  per  minute. 
The  heart  was  also  normal,  and  the  pulse  rate  102  per 
minute.  The  urine  contained  neither  albumen  nor  sugar. 
The  temperature  was  102°  F. 

Owing  to  the  extreme  gravity  of  the  patient's  condition 
no  electrical  examination  was  made. 

The  day  after  admission  marked  weakness  of  the  fingers 
and  wrists  existed  on  both  sides,  the  right  being  weaker  than 
the  left,  and  anassthesia  had  spread  on  to  the  right  hand, 
leaviug  the  thumb  and  radial  border  normal,  however,  while 
on  the  left  hand  the  third  and  fourth  fingers  were  alone 
involved. 
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A  day  later  tlie  triceps  was  weak  on  both  sides ;  there 
was  distressing  hiccough,  and  some  abdominal  distension. 
The  catheter  was  passed  every  six  hours,  and  thei'O  was  only 
incontinence  of  faeces.  Later  in  the  afternoon  of  that  day  the 
temperature  rose  to  103'4°  F.,  and  by  the  evening  both  arms 
were  completely  paralysed,  the  biceps  and  deltoid  being  in- 
cluded. At  1  o'clock  A.M.  on  the  third  day  after  admission 
his  respiration  became  much  worse,  he  being  cyanosed,  and 
there  was  oedema  of  the  lungs.  Death  resulted  a  quarter  of 
an  hour  later. 

Treatment  consisted  in  inunction  of  mercury,  two  drachms 
twice  a  day,  and  the  administration  of  ten  grains  of  iodide  of 
potassium  given  by  the  mouth  three  times  a  day.  The  next 
day  injections  of  perchloride  of  mercury,  -^^  grain  three  times 
a  day,  Avere  substituted  for  the  mercurial  inunction,  and  the 
iodide  of  potassium  was  increased  to  twenty  grains  every  four 
hours.  In  addition  to  this,  injections  of  two  minims  of  liquor 
strychnine  Avere  given  every  eight  hours,  and  two  days  later 
the  dose  was  increased  to  four  minims,  given  three  times  a  day. 

Autopsy. — A  post-mortem  examination  was  made  thirteen 
hours  after  death,  when  the  spinal  dura  was  found  natural, 
but  the  pia-arachnoid  throughout  the  whole  length  of  the 
cord  presented  a  milky  appearance,  which  was,  however,  most 
intense  towards  its  lower  part,  being  especially  marked  in  the 
lurabo-sacral  region.  The  cord  itself  looked  swollen  and  con- 
gested, and  that  it  was  much  softened  was  evident  on  trans- 
verse sections  being  made  into  it  at  different  levels  from  the 
cervical  to  the  lumbo-sacral  region,  in  addition  to  which  the 
anterior  horns  stood  out  in  places  as  if  filled  with  blood. 
There  was  intense  congestion  with  hsemorrhagic  extravasa- 
tions sufficiently  large  to  be  obvious  to  the  unaided  eye.  In 
the  lumbo-sacral  region  the  haemorrhages  appeared  to  occupy 
more  especially  the  central  region  of  the  cord  and  the  anterior 
horns ;  in  the  thoracic  region  they  were  more  punctate,  and 
dotted  about  irregularly  over  the  transverse  section ;  while 
in  the  cervical  region  the  intense  engorgement  was  more  or 
less  limited  to  the  grey  matter  of  the  anterior  horns,  and 
there  did  not  appear  to  he  any  actual  extravasations  of  blood. 

The  milky  appearance  of  the  pia-arachnoid  noted  in  the 
spinal  cord  was  also  to  be  seen  on  examination  of  the  meninges 
covering  the  medulla  and  the  base  of  the  brain  generally,  and 
the  same  appearance  could  be  traced  along  the  Sylvian  fissure 
and  vessels  on  the  surface  of  the  lower  part  of  the  convexity 
of  both  hemispheres ;    but    the   pia-arachnoid   covering  the 
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upper  part  of  the  liemisplieres  appeared  natural.  The  con- 
volutious  on  both  sides  seemed  natural  in  appearance  and 
consistency,  and  sections  made  into  the  brain  revealed  no 
macroscopic  change.  The  cerebellum  and  pons  appeared 
natural,  but  the  medulla  oblongata  was  rather  soft,  especially 
towards  its  caudal  end ;  there  was,  however,  no  obvious 
engorgement  of  vessels,  and  no  haemorrhages  were  detected 
by  the  unaided  eye. 

The  cranial  and  peripheral  nerves  showed  nothing  ab- 
normal on  macroscopic  examination. 

Beyond  oedema  and  hypostatic  congestion  of  the  lungs, 
and  a  considerably  enlarged  but  firm  spleen,  nothing  note- 
worthy was  observed  in  connection  with  the  other  organs  of 
the  body. 

On  microscopical  examination  of  the  nervous  system,  the 
pia-arachnoid  was  found  thickened  by  exudative  infiltration, 
and  its  vessels  were  greatly  engorged.  The  spinal  cord  itself 
presented  the  most  varied  appearances,  and,  contrary  to  what 
seemed  to  be  the  case  on  macroscopic  examination,  there  was 
no  evidence  that  the  lumbar  region  had  suffered  more  than 
the  cervical — indeed  the  reverse  obtained,  the  cervical  cord 
showing  more  pronounced  changes  than  the  lower  thoracic  or 
lumbar.  In  some  regions  so  pronounced  was  the  morbid 
change  that  there  was  little  possibility  of  distinguishing 
between  grey  and  white  matter,  in  which  case  the  cells  of 
the  anterior  horns  and  other  parts  were  destroyed,  and  in  the 
most  affected  areas  scarcely  any  nerve  tissue  was  to  be  seen, 
only  an  enormous  leucocyte  infiltration.  Other  sections 
showed  fair  preservation  of  the  qualities  which  distinguish 
white  from  grey  matter,  and  in  such  regions  the  posterior 
half  of  the  transverse  area  of  the  cord  appeared  to  invariably 
suffer  most,  especially  the  posterior  columns,  and  in  some 
instances  the  lateral  tracts  also.  Most  sections  showed  pro- 
nounced changes  about  the  central  canal  and  neighbouring 
grey  matter,  but  in  those  sections  in  which  the  changes  were 
least  mai-ked  the  nerve-cells  of  the  anterior  horns  and  other 
parts  escaped  destruction,  though  in  most  cases  they  were 
swollen  to  a  variable  extent. 

There  was  intense  engorgement  of  the  vessels  of  the  cord, 
even  in  parts  showing  little  evidence  of  other  change,  while 
in  the  regions  most  affected  this  engorgement  was  accom- 
panied by  exudation  of  leucocytes  around  the  vessels,  and 
actual  extravasations  of  blood,  some  punctiform  capillary 
hemorrhages,  others  gross  and  obvious  with  the  unaided  eye. 
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DESCRIPTION   OF   PLATE   V. 

Illustrating  Dr.  Buzzard's  and  Dr.  Russell's  case  of  Acute  Ascending 
Meningo-myelitis. 

Fig.  1. — Streak  culture  of  diplococcus  on  gelatine. 
Fig.  2. — Stab  culture  on  gelatine. 

Fig.  3. — Stained  cover-glass  preparation  of  the  diplococcus  made 
from  the  cultures. 
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Everywhere  in  the  affected  areas  there  is  diffuse  infiltra- 
tion with  small  round  cells  occupying  indiscriminately  the 
grey  and  white  matter,  while  where  the  changes  were  least 
marked  this  infiltration  was  limited  to  the  immediate  vicinity 
of  the  blood-vessels. 

Both  anterior  and  posterior  nerve-roots  showed  mai'ked 
engorgement  of  vessels  with  circumvascular  infiltration  or 
actual  hsemorrhagic  extravasations,  but  the  nerve-fibres  ap- 
peared to  be  wonderfully  well  preserved  in  spite  of  this. 

On  microscopical  examination  of  the  mesencephalon,  pons, 
and  medulla  oblongata  no  evidence  of  any  abnormal  changes 
such  as  were  found  in  the  spinal  cord  could  be  detected. 

Preparations  stained  for  micro-organisms  showed  that 
there  was  a  diplococcus  present  in  the  exudation  in  the 
meninges,  and  in  the  substance  of  the  cord,  where  it  could  be 
seen  both  outside  the  vessels  and  in  their  interior. 

At  the  time  of  the  autopsy  inoculations  were  made  on 
agar,  with  strict  pi'ecautions  to  prevent  accidental  contamina- 
tion, from  the  meninges  over  the  lumbar  cord,  the  substance 
of  the  interior  of  the  lumbar  cord  in  the  region  of  the  anterior 
horns,  the  same  part  of  the  cervical  cord,  and  from  the  left 
anterior  tibial  nerve.  These  were  placed  in  an  incubator  at 
a  temperature  of  about  38°  C,  and  a  positive  result  was 
obtained  in  the  tube  inoculated  from  the  meninges.  In 
twenty-four  hours  distinct  minute  round  colonies  were  seen 
on  the  surface  of  the  agar.  Sub-cultures  on  other  media 
showed  that  the  organism  flourished  luxuriantly  on  blood 
serum  in  the  incubator,  but  grew  extremely  slowly  on  gelatine 
at  the  temperature  of  the  room,  no  sign  of  growth  being 
visible  with  the  unaided  eye  at  the  end  of  twenty-four  hours, 
and  in  forty-eight  hours  the  exceedingly  minute  colonies 
were  only  to  be  made  out  with  difficulty. 

Streak  cultures  on  the  various  media  showed  that  the 
colonies  became  confluent  along  the  line  of  streak,  while  the 
margins  of  the  growth  preserved  a  well-defined  scolloped 
border  (see  Plate  V,  fig.  1),  in  which  the  little  round  colonies 
could  be  well  seen  owing  to  their  being  less  confluent  here 
than  in  the  central  parts  of  the  culture. 

In  broth,  both  in  the  incubator  and  at  the  ordinary 
temperature  of  the  room,  growth  was  slow,  and  consisted  in 
a  slight  sediment  without  causing  any  general  turbidity  of 
the  broth. 

Stab  cultures  in  gelatin  resulted  in  a  well-marked  growth 
on  the  surface  of  the  medium   (see  Plate  Y,  fig.  2),  extend- 
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ing  in  a  circle  from  the  centre  with  the  same  scolloped  edge  as 
in  streak  cultures,  in  wliich  border  the  minute  round  colonies 
could  be  seen.  For  some  distance  into  the  gelatine  a  few 
scattered  round  colonies  slowly  appeared^  but  there  was  next 
to  no  evidence  of  growth  in  the  deeper  parts  of  the  stab^  and 
the  gelatine  was  not  liquefied  even  after  growth  had  been  iu 
progress  for  long  periods. 

No  attempt  was  made  to  fix  the  exact  period  that  the 
organism  preserved  its  vitality  on  artificial  media,  but  it  may 
be  said  that  at  the  temperature  of  the  room,  and  with  no 
special  care,  its  vitality  was  preserved  as  long  as  six  or  eight 
weeks,  up  to  which  time  sub-cultures  grew  readily. 

Stained  cover-glass  preparations  made  from  the  cultures 
showed  the  organism  to  be  a  diplococcus  (see  fig.  3),  indis- 
tinguishable from  that  seen  in  the  spinal  meninges  and  cord. 
The  extremities  of  the  component  segments  were  rounded, 
and  the  usual  arrangement  was  in  pairs,  though  sometimes 
the  adherence  of  two  diplococci  side  by  side  gave  rise  to  an 
appearance  resembling  sarcinse,  though  on  a  smaller  scale. 
At  other  times  they  were  seen  end  to  end,  or  as  single  cocci ; 
but  there  was  never  any  chain  formation  liable  to  be  mistaken 
for  streptococci.  The  diplococcus  did  not  appear  to  have  a 
capsule,  it  stained  by  the  ordinai-y  aniline  colours,  and 
decolourised  by  Gram's  method. 

In  carrying  out  inoculations  in  animals  in  the  Patho- 
logical Department  at  University  College,  cultures  were 
mixed  with  boiled  distilled  water,  and  4  c.c.  of  the  mixture 
were  introduced  into  the  intra-cranial  cavity  of  a  guinea-pig, 
under  strict  aseptic  precautions,  and  under  the  influence 
of  an  anaesthetic  agent  (ether).  A  similar  amount  was 
injected  into  the  peritoneal  cavity  of  another  guinea-pig,  and 
in  both  instances  the  animals  died  within  twenty-four  hours 
after  the  inoculations.  Similarly  injection  of  2  c.c.  of  the 
same  mixture  into  the  peritoneal  cavity  of  a  mouse  resulted 
in  its  death  within  the  same  period  of  time,  while  sub- 
cutaneous inoculation  of  another  mouse  did  not  result  in  its 
death  until  a  w^eek  later.  Inoculation  of  a  cat,  the  culture 
being  introduced  into  the  neural  caual  beneath  the  dura 
mater  under  strict  aseptic  precautions,  and  with  the  animal 
under  the  anaesthetic  influence  of  ether,  produced  no  ill 
effects  during  the  week  that  the  cat  was  allowed  to  live.  At 
the  end  of  a  week  the  animal  was  killed  by  an  overdose  of 
chloroform  given  by  inhalation,  and  no  evidence  of  meningitis 
or  myelitis  was  found  on  post-mortem  examination. 
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Remarks. — There  seems  little  doubt  that  in  the  case  here 
recorded  we  have  to  deal  Avith  an  acute  disease  which  is  due 
to  the  action  of  some  infective  agent.  The  morbid  anatomy 
strongly  suggests  this,  and  the  discovery  of  the  diplococcus 
strengthens  this  view.  Tempting  as  it  is  to  regard  the  organ- 
ism Avhich  was  found  in  the  meninges  and  cord,  which  was 
cultivated  on  artificial  media,  and  which  proved  pathogenic  to 
guinea-pigs  and  mice,  as  setiologically  connected  with  the 
meningo-myelitis,  in  the  present  state  of  our  knowledge  it 
seems  to  us  better  that  such  facts  should  be  recorded  without 
too  many  deductions  being  drawn  from  them.  While  there 
seems  every  probability  that  the  presence  of  the  diplococcus 
is  in  no  way  accidental,  but  that  it  is  intimately  associated 
with  the  getiology  and  pathology  of  the  affection,  it  must  be 
left  for  future  observation  to  show  how  far  such  a  supposition 
is  justified.  The  reason  why  cultures  were  only  obtained 
from  the  meninges  is  possibly  accounted  for  by  the  fact  that 
inoculations  were  made  from  the  ventral  part  of  the  trans- 
verse section  of  the  cord,  while,  as  we  have  seen,  the  most 
pronounced  changes  were  in  the  dorsal  part. 

The  diplococcus,  Avhile  having  many  points  in  common 
with  the  Diijlococcus  intra- cellular  is  of  Weichselbaum,  differs 
from  it  in  that  it  does  not  appear  to  occur  in  the  interior  of 
the  cells  of  the  exudate,  grows  on  artificial  media  at  the 
ordinary  temperature  of  the  room,  and  grows  well  on  blood 
serum,  a  medium  on  which  the  growth  of  the  Dii^lococcus 
intra-cellularis  is  very  scanty.  Further,  this  diplococcus  is 
long-lived  on  artificial  media,  while  Weichselbaum' s  loses  its 
power  of  reproduction  under  similar  circumstances  within  six 
days  as  a  rule,  though  it  may  live  for  fourteen  days.  In 
spite  of  these  differences,  however,  there  are  many  points  of 
similarity  between  the  two  organisms.  So,  too,  there  are  some 
points  of  agreement  and  others  of  difference  between  this 
diplococcus  and  that  recently  described  by  Still  in  connec- 
tion with  simple  posterior  basic  meningitis  of  infants,  and 
regarded  by  him  as  identical  with  the  Diplococcus  intra- 
cellularis.  The  pathogenic  properties  of  Still's  diplococcus, 
however,  appears  to  be  much  slighter  than  either  the  Diplo- 
coccus intra-cellularis  or  that  now  under  consideration,  and 
as  regards  its  hardihood  it  appears  to  occupy  an  intermediate 
position  between  these  two.  From  the  Diplococcus  pneumonise 
our  organism  differs  morphologically  in  never  being  lanceolate, 
and  in  that  it  does  not  appear  to  have  a  capsule.  Further 
points  of  difference  are  that  it  decolourises  by  Gram's  method. 
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possesses  next  to  no  anaerobic  properties^  and  grows  at  the 
temperatm-e  of  the  room.  Moreover  the  mode  of  growth  on 
artificial  media  is  entirely  different  in  the  two  cases. 

Up  to  the  present  when  positive  results  have  been 
obtained  on  bacteriological  examination  in  cases  of  acute 
ascending  paralysis,  there  has  been  no  uniformity  as  regards 
the  organism  found,  but  diplococci,  streptococci,  and  staphy- 
lococci have  been  most  frequently  met  with. 

Not  only  do  cases  of  acute  ascending  paralysis  differ  as 
regards  the  micro-organism  found,  but  they  differ  markedly 
also  as  regards  the  lesions  met  with  in  the  nervous  system 
after  death.  If  classified  according  to  the  moi-bid  changes 
that  have  been  found,  such  cases  come  within  one  or  other  of 
five  different  categories.  There  are  the  cases  in  which  the 
meninges  and  spinal  cord  are  both  affected,  those  in  which 
the  cord  is  alone  affected,  those  in  which  the  peripheral 
nerves  are  affected  without  demonstrable  lesions  in  the 
spinal  cord,  those  in  which  both  the  nerves  and  cord  are 
affected,  and  lastly  those  in  which  no  lesion  has  been  found 
in  either.  The  last  group  is  rapidly  becoming  smaller  in 
proportion  to  the  growth  of  the  others  in  consequence  of  the 
improved  modern  methods  of  examination,  which  are  capable 
of  revealing  minuter  changes  than  was  possible  by  the  methods 
hitherto  in  vogue.  It  is  probable  that  the  third  group  will 
also  rapidly  become  proportionally  smaller  owing  to  the  same 
cause. 

In  the  first  two  groups  all  vai'ieties  are  met  with  as 
regards  the  extent  to  which  the  nerve  elements  suffer ;  in 
some  the  changes  are  comparatively  slight,  while  in  others 
they  are  pronounced,  as  in  the  case  now  recorded. 

From  the  clinical  manifestations  alone  it  was  obvious  that 
the  case  was  one  in  which  gross  changes  must  exist  in  the 
spinal  cord,  and  that  it  belonged  to  the  class  of  cases  of 
acute  ascending  myelitis  rather  than  to  the  group  of  so-called 
Landry's  paralysis.  In  the  latter  class  of  cases  sensibility  if 
affected  at  all  is  but  slightly  so,  while  in  our  case  sensibility 
to  tactile  and  painful  impressions  was  completely  abolished 
over  the  inferior  extremities,  the  greater  part  of  the  trunk, 
and  the  inner  side  of  both  arms.  In  addition  to  this  the 
occurrence  of  an  acute  bedsore  was  of  similar  diagnostic 
significance,  as  was  the  affection  of  the  sphincters,  though  to 
a  less  degree. 

Even  before  we  were  aware  of  the  existence  of  the  diplo- 
coccus  afterwards  found  in  this  case,  the  nature  of  the  morbid 
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conditions  met  with  strongly  suggested  the  action  of  some 
infective  agent.  The  leucocytai  infiltration,  vascular  en- 
gorgement, capillary  and  larger  hgemorrhages,  combined 
with  the  random  distribution  of  the  lesions  subsequently 
found  on  microscopical  examination,  added  a  strong  element 
of  probability  to  the  view,  afterwards  further  strengthened 
by  the  discovery  of  the  diplococcus,  its  cultivation,  and  the 
results  of  inoculations  of  animals  with  it. 

It  is  not  a  little  curious  that  the  phenomena  met  with 
during  life  should  have  commenced  below  and  spread  up- 
wards, while  the  most  pronounced  changes  were  met  with  in 
the  cervical  cord.  The  case  is  not  without  a  parallel  in  this 
respect,  however,  in  that  a  similar  state  of  things  existed  in 
a  case  recorded  by  Bailey  and  Ewing."^ 
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XXII. — A  case  of  Stricture  of  the  Splenic  Flexure  : 
transverse  colotomy  :  ileo-sigmoidostomy .  By  Leonard 
A.  BiDWELL.     Bead  March  25,  1898. 

THE  operation  of  ileo-sigmoidostomy  is  not  often  performed, 
although  the  comfort  of  a  patient  after  the  procedui'e  is 
likely  to  be  much  greater  than  after  colotomy  of  the  trans- 
verse or  ascending  colon.  An  account  of  the  following  case 
in  which  ileo-sigmoidostomy  was  performed  subsequently  to 
a  transverse  colotomy  will  be  of  interest. 

For  the  notes  of  the  case  I  am  indebted  to  a  former  house 
surgeon,  Mr.  Granville. 

A.  P.,  set.  28  years,  was  sent  to  me  at  the  West  London 
Hospital  on  February  25,  1897,  by  Dr.  de  Vallency,  of 
Chiswick. 

The  patient  had  enjoyed  good  health  till  three  years 
before,  when  lie  bad  a  severe  attack  of  abdominal  pain  and 
constipation.  He  remained  in  fair  health  except  for  occa- 
sional attacks  of  abdominal  pain  during  two  and  a  half  years. 
Six  months  before  admission  these  attacks  of  pain  became 
more  severe  and  more  constant,  and  required  morphia  for 
tbeir  relief,  while  the  bowels  could  only  be  made  to  act  after 
enemata  and  castor  oil.  He  was  treated  on  the  medical  side 
of  tbis  hospital  and  of  another  hospital  without  any  but  tem- 
porary benefit.  He  had  lost  flesh  rapidly.  A  lump  had  been 
felt  to  the  left  of  the  umbilicus  for  fifteen  weeks.  There  had 
never  been  either  htematemesis  nor  meljena. 

On  admission. — The  patient  looked  very  ill  and  was  much 
emaciated.  The  pulse  was  100  and  weak ;  the  tongue  was 
thickly  furred  but  moist.  The  bowels  had  not  acted  for 
three  days.  The  abdomen  was  considerably  distended,  and 
tender;  just  to  the  left  of  the  umbilicus  was  a  hard,  slightly 
moveable  tumour  the  size  of  a  Tangerine  orange,  and  extend- 
ing to  the  right  of  this  towards  the  liver  and  downwards  to 
the  caecum  there  was  an  area  of  tympanitic  resonance  on  per- 
cussion, which  corresponded  to  dilatation  of  the  transverse 
and  ascending  colon. 

A  diagnosis  of  chronic  obstruction  from  malignant  disease 
of  the  transverse  colon  was  made,  and  on  February  27,  under 
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cliloroforni,  the  abdomen  was  opened  in  the  middle  line  by  au 
incision  having  its  centre  at  the  umbilicus.  The  colon  just 
before  the  splenic  Hexure  was  found  to  be  surrounded  by  a 
hai'd  mass,  from  the  under  surface  of  which,  g-rowth  appa- 
rently extended  to  the  great  vessels  and  the  pancreas.  The 
ascending  and  transverse  colon  was  considerably  dilated, 
and  the  lumen  at  the  site  of  the  stricture  was  very  small. 

The  tumour  was  diagnosed  as  carcinoma  with  a  secondary 
growth  behind,  and  as  it  was  too  extensive  for  removal,  it  was 
decided  to  perform  colotomy.  The  parietal  peritoueuni  was 
therefore  sutured  to  the  skin,  and  a  loop  of  the  transverse 
colon  brought  into  the  wound ;  a  good-sized  hole  was 
scratched  in  its  mesocolon,  and  the  loop  of  gut  given  a 
half  turn  so  that  its  position  became  vertical  instead  of 
horizontal ;  two  silkworm-gut  sutures  were  then  passed 
through  one  edge  of  the  abdominal  wound  about  its  centre, 
next  they  were  carried  through  the  hole  in  the  mesocolon, 
and  passed  through  the  opposite  edge  of  the  abdominal 
wound.  When  these  sutures  were  tied  the  edges  of  the 
centre  of  the  wound  were  united  within  the  hole  in  the 
mesocolon.  Two  or  three  supporting  sutures  were  inserted 
into  the  upper  and  lower  portion  of  gut,  and  one  at  each 
angle  of  the  wound.  The  colon  was  opened  on  March  2,  and 
from  this  time  all  the  motions  were  passed  by  the  artificial 
anus,  and  the  patient  had  no  further  abdominal  pain,  but  left 
the  hospital  a  fortnight  later.  His  general  condition  im- 
proved considerably,  but  after  a  time  he  began  to  find  that 
an  artificial  anus  at  the  umbilicus  was  a  great  nuisance,  and 
so  begged  me  to  do  some  further  operation. 

He  was  readmitted  into  the  hospital  on  September  13, 
1897,  and  on  September  21st  ether  was  administered  and  the 
abdomen  was  opened  in  the  lower  half  of  the  left  linea  semi- 
lunaris. The  growth  in  the  transverse  colon  was  then 
examined  and  found  to  have  decreased  in  size.  The  sigmoid 
flexui'e  was  searched  for  and  brought  out  into  the  wound  ;  it 
was  collapsed  and  very  much  atrophied,  being  less  than  half 
the  size  of  the  ileum.  The  lower  end  of  the  ileum  was  then 
brought  into  the  wound,  and  the  two  loops  of  intestine  held 
in  apposition  by  my  assistant.  The  two  loops  were  then 
united  by  Halsted's  method  for  lateral  anastomosis,  and  an 
opening  nearly  two  inches  long  made  between  the  ileum  and 
sigmoid.  All  the  stitches  were  passed  before  either  gut  was 
opened.  The  anastomosis  was  dropped  back  into  the  abdo- 
men, and  the  wound  closed  with  silkworm-gut  sutures.    There 
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was  scarcely  any  sliock  following'  the  operation^  and  flatus 
was  passed  'per  recturn  on  the  next  day.  Four  days  after  the 
operation  simple  enemata  was  given  per  rectum  in  order  to 
dilate  the  collapsed  sigmoid ;  five  ounces  were  given  at  first, 
which  produced  an  action  of  the  bowels  on  the  fifth  day  ; 
the  quantity  of  fluid  in  the  enema  was  increased  by  one  ounce 
each  day  till  ten  ounces  was  reached.  At  the  end  of  ten  days 
about  one  half  the  f feces  escaped  by  the  colotomy  wound  and 
the  other  half  were  passed  per  rectmii.  At  the  end  of  two 
months,  as  the  patient  was  still  dissatisfied,  another  operation 
was  undertaken  in  order  to  divert  the  whole  of  the  intestinal 
contents  through  the  anastomotic  opening.  Ether  was  again 
administered,  and  the  abdomen  was  reopened  in  the  left  linea 
semilunaris.  There  was  no  adhesion  either  to  the  peritoneal 
surface  of  the  scar  or  to  the  anastomosis,  which  latter  could 
be  brought  out  into  the  wound.  The  sigmoid  had  enlarged 
considerably,  and  the  growth  in  the  transverse  colon  was 
still  smaller.  The  portion  of  the  ileum  between  the  anasto- 
mosis and  the  caecum  was  then  clamped  in  two  places  by 
Maunsell's  method,  and  the  gut  divided,  the  two  cut  ends 
being  invaginated  on  themselves  and  closed  with  two  rows  of 
sutures,  the  first  row  including  the  mucous  membrane  only, 
the  second  row  being  Halsted's  stitches.  The  clamps  were 
removed  and  the  divided  intestine  was  fixed  in  the  angle  of 
the  wound  by  a  silk  suture,  the  wound  being  closed  with  silk- 
worm-gut sutures.  The  patient  suffered  no  ill  effects  from 
the  operation,  and  made  an  uninterrupted  recovery ;  on  one 
occasion,  thirteen  days  after  the  last  operation,  he  passed 
a  motion  by  the  colotomy  wound,  which  evidently  consisted 
of  the  fteces  remaining  in  the  caecum  and  ascending  colon 
after  the  last  operation. 

The  patient  left  the  hospital  on  December  17,  and  now 
declai-es  that  he  is  better  than  he  has  been  for  years.  He 
looks  well  nourished,  and  takes  food  well ;  his  bowels  act 
about  twice  a  day,  and  though  of  course  they  are  rather  loose 
he  has  perfect  control. 

Remarks. — The  first  question  which  arises  is  the  nature  of 
the  growth  in  the  case ;  the  density  of  the  new  tissue  and  the 
rapid  emaciation  of  the  patient  made  me  think  that  the 
stricture  was  malignant,  although  the  length  of  the  history 
and  the  age  of  the  patient,  twenty-eight  years,  were  rather 
against  the  diagnosis.  A  former  case  of  undoubted  malignant 
disease  of  colon,  in  a  patient  aged  eighteen  years,  influenced 
my  opinion.     As  the  tumour  decreased  very  much  between 
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each  of  the  operations^  aud  is  now  almost  imperceptible, 
I  doubt  the  correctness  of  my  diagnosis  and  suggest  that  the 
tumour  Avas  inflammatory,  although  many  abdominal  tumours 
supposed  to  be  malignant  have  disappeared  after  exploi-a- 
tion.  Believing  in  the  malignancy  of  the  growth,  and  knowing 
that  its  complete  removal  was  impossible,  I  therefore  wished 
to  make  a  permanent  artificial  anus  at  the  umbilicus.  I  fixed 
the  transverse  colon  by  the  method  which  I  have  advocated, 
namely,  by  bringing  the  centre  of  the  edges  of  the  wound 
together  within  a  hole  torn  in  the  mesocolon,  which  after 
division  of  the  bowel  leaves  a  bridge  of  skin  between  the 
two  openings.  This  procedure  was  unfortunate  in  this  case, 
since  it  made  any  subsequent  local  operation  impracticable 
for  the  purpose  of  closing  the  colotomy  openiug.  Under 
these  circumstances,  and  considering  the  strong  wish  of 
the  patient  for  some  improvement  on  his  artificial  anus,  1 
think  that  ileo-sigmoidostomy  was  the  most  suitable  opera- 
tion to  perform.  It  was  very  interesting  to  find  to  what 
an  extent  the  sigmoid  had  atrophied  only  seven  months 
after  the  whole  of  the  fasces  had  been  diverted  from  their 
natural  channel.  It,  however,  soon  regained  a  larger  calibre 
after  the  dilatation  of  the  rectum  and  sigmoid  by  enemata 
which  were  gradually  increased  in  size,  and  at  the  last 
operation  it  was  as  large  or  even  larger  than  the  ileum. 
The  lateral  method  of  performing  anastomosis  was  chosen 
as  being  much  safer  than  the  implantation  of  the  divided 
ileum  into  the  sigmoid,  since  should  the  anastomotic  open- 
ing become  occluded  in  any  way  a  safety-valve — namely 
the  colotomy  opening — is  left.  The  anastomosis  was  effected 
without  any  apparatus  by  Halsted's  method  of  suturing,  and 
the  method  has  given  me  good  results  in  three  cases  of  gastro- 
enterostomy. One  great  advantage  is,  that  all  the  stitches 
are  passed,  and  more  than  half  are  tied,  before  the  bowel  is 
opened,  so  the  risk  of  any  escape  of  intestinal  contents  is 
minimised. 

Even  after  dilatation  of  the  sigmoid  by  enemata,  only  one 
half  of  the  fteces  passed  |9er  rectum,  the  remainder  passed 
beyond  the  anastomosis  and  reached  the  artificial  anus.  To 
rectify  this  by  diverting  the  whole  of  the  faeces  through  the 
anastomosis,  it  was  necessary  to  occlude  the  ileum  below 
the  anastomosis.  The  success  of  this  proceeding  was  com- 
plete. 

Judging  from  this  case,  the  comfort  of  a  patient  after  an 
ileo-sigmoidostomy  is  infinitely  greater  than  after  a  colotomy 
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of  the  caecum  or  transverse  colon,  so  in  any  future  case  of 
stricture  of  the  cjecum  or  transverse  colon,  unsuitable  for 
excision,  1  should  feel  inclined  to  perform  the  former  opera- 
tion in  place  of  colotomy.  Several  cases  of  implantation  of 
the  ileum  into  the  ascending  colon  have  been  successfully 
performed,  but  I  would  suggest  that  a  lateral  anastomosis  is 
the  safer  proceeding.  Altliongli  there  is  generally  supposed 
to  be  a  greater  risk  in  operation  on  the  large  intestine  from 
blocking  of  the  anastomosis  opening  with  hard  fgeces,  this 
operation  is  not  open  to  the  same  objection,  as  the  contents 
of  the  ileum  are  fluid. 

In  acute  obstruction  from  growth  in  the  above-named 
regions  where  colotomy  in  two  stages  is  contra-indicated  on 
account  of  the  necessity  for  promptly  emptying  the  distended 
bowel,  the  operation  of  ileo-sigmoidostomy  will  be  followed  at 
once  by  the  passage  of  faeces  into  the  sigmoid,  and  will,  more- 
over, be  free  from  the  risk  of  fouling  the  wound  and  peritoneum 
by  the  continual  discharge  of  fteces,  which  is  present  in  cases 
where  colotomj^  is  performed  in  one  stage. 

Since  writing  the  above  I  have  been  able  to  prove  the 
value  of  my  suggestion  of  performing  immediate  ileo- 
colostomy  in  acute  obstruction.  A  lady  ast.  66  developed 
acute  obstruction  in  consequence  of  malignant  disease  of  the 
caecum. 

When  I  saw  her  the  obstruction  was  complete,  and 
the  patient  had  been  vomiting  for  twenty-four  hours.  With- 
out any  delay  1  opened  the  abdomen  in  the  right  linea 
semilunaris,  and  found  the  csecum  invaded  by  a  large  growth 
which  was  not  capable  of  removal.  The  ascending  colon  was 
collapsed,  and  the  ileum  very  distended  and  congested.  A 
loop  of  ileum  was  then  attached  to  the  ascending  colon  by 
Halsted's  method  for  lateral  intestinal  anastomosis,  an 
opening  about  If  inches  long  being  made  in  each  gut.  The 
great  advantage  of  this  method  was  very  apparent,  since, 
as  the  intestine  was  not  opened  till  all  the  stitches  had  been 
passed,  it  was  only  necessai-y  to  clamp  the  distended  ileum 
for  about  two  minutes  while  the  incisions  into  the  gut  were 
made,  and  while  the  stitches  were  tied.  The  ileum  was  con- 
trolled by  the  fingers  of  my  assistant,  and  so  no  injury  was 
done  to  the  congested  bowel.  There  was  very  little  shock 
after  the  operation,  and  flatus  was  passed  per  anum  during 
the  night ;  the  bowels  acted  thirty-nine  hours  after  the  opera- 
tion, and  the   meteorism  subsided.     The   patient's   recovery 
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Avas  rapid  and  uneventful,  and  she  left  her  bed  fourteen  days 
after  the  operation,  and  has  had  no  further  trouble  with  her 
bowels,  although  it  is  now  more  than  two  months  since  the 
operation.  Her  condition  is  infinitely  more  desirable  than  it 
would  have  been  after  the  only  alternative  operation,  namely 
the  formation  of  an  artificial  anus  in  the  ileum. 
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XXIII. — A  case  in  which  a  Renal  Calculus  loas  detected 
hy  the  EOntgen  Eays  and  successfulh/  removed.  By 
Frederick  Taylor,  M.D.,  and  Alfred  D.  Fripp, 
M.S.     Read  April  22,  1898. 

JAMES  S.,  «t.  26,  was  admitted  iuto  Guy's  Hospital  on 
September  8,  1897,  for  pain  in  tlie  right  lumbar  region. 
His  family  history  was  uninteresting,  as  also  was  his 
jprevious  history  until  nine  years  ago,  when  the  first  symptoms 
of  his  present  trouble  occurred,  viz.  pain  in  the  right  lumbar 
region.  He  was  then  in  the  army  at  Malta,  and  a  subsequent 
four  and  a  half  years'  service  in  Egypt  was  lai'gely  spent  in 
hospital.  He  was  invalided  home,  and  despite  various 
small  sojourns  in  hospitals  the  pain  was  so  constant  that  he 
was  obliged  to  give  up  the  army  and  become  a  groom. 
Two  years  of  almost  constant  suffering  made  that  employment 
unbearable  also,  and  inability  to  follow  any  active  work  drove 
him  again  into  hospital. 

On  admission. — He  is  a  medium  sized,  healthy  looking, 
light  complexioned  man.  A  thorough  examination  reveals 
nothing  abnormal  in  any  of  his  organs,  except  the  following 
symptoms  and  signs,  which  are  abstracted  from  the  report  by 
Mr.  Ayre  Smith  and  Mr.  Secretan. 

1.  Pain  never  comes  on  while  he  maintains  the  recum- 
bent posture,  but  on  attempting  to  walk  or  even  to  sit  up,  a 
somewhat  mild  attack  of  colic  in  the  right  lumbar  region  is 
excited.  It  persists  usually  some  two  hours  after  lying  down. 
The  pain  begins  in  the  back  and  comes  through  to  the  front 
and  down  to  the  right  testicle. 

2.  Tenderness  on  paljiation  and  percussion  of  the  right 
loin  has  never  amounted  to  more  than  a  slight  pricking 
sensation . 

3.  Retraction  of  right  testicle  occasionally  accompanies  the 
pain  when  it  is  acute. 

4.  Irritahility  of  bladder  has  occasionally  been  mai'ked  by 
frequent  mictui-ition.  Though  he  has  been  repeatedly  sounded 
no  vesical  calculus  has  ever  been  detected.  Though  painless 
as  a  rule,  micturition  has  occasionally  been  interrupted  by  a 
sudden  stoppage  accompanied  by  griping  pain. 

5.  Condition  of  twine. — A  careful  daily  analysis  yielded 
the  following  information.  Quantity  normal,  and  fairly  con- 
stant. Sp.  gr.  1010  to  1020.  Reaction  generally  slightly 
acid,  occasionally  neutral.     Turbid,  frequently  with  deposit  of 
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mucus  and  phuspliates.  Albumen  absent  except  when  blood 
has  been  pi-esent.  Blood :  only  slight  traces  have  been 
detected,  and  that  only  on  three  days  out  of  thirty-eiglit. 
Sugar  absent.  Urea  7  to  11  grains  per  ounce.  Eight 
months  ago  five  or  six  pieces  of  stone  were  passed ;  the 
largest  was  the  size  of  a  pea. 

6.  Jaundice. — There  have  been  two  attackS;,  the  lirst  in 
infancy,  the  second  during  the  voyage  home  from  Egypt  three 
years  ago. 

7.  Rectal  examination  failed  to  reveal  anything  abnormal. 

8.  Area  of  cutaneous  hypersesthesia.  —  This  was  limited  to 
a  patch  the  size  of  a  florin  on  the  inner  side  of  the  right  thigh 
three  inches  above  the  knee-joint. 

9.  Shiagvaphy  was  repeatedly  applied  without  the  detec- 
tion of  any  opacity  in  either  loin. 

Medical  treatment  having  failed  to  relieve  the  symptoms 
which  rendered  the  patient  unfit  for  active  work,  it  was  deter- 
mined to  explore  the  right  lumbar  region.  On  October  18 
this  was  done  by  means  of  the  ordinary  oblique  incision. 
Owing  partly  to  the  fact  that  the  space  between  the  last  rib 
and  the  crest  of  the  ilium  was  small,  and  partly  to  the  thick- 
ness of  the  subcutaneous  and  muscular  tissues,  the  wound  was 
unusually  deep.  The  kidney  could  not  be  found,  though  the 
transversalis  fascia  was  slit  up  for  the  entire  length  of  the 
wound,  and  two  fingers  inserted  to  thoroughly  explore  the 
area  within  their  reach.  Having  formed  the  opinion  that  we 
had  to  deal  with  either  a  freely  moveable  kidney,  or  with  one 
abnormally  placed,  or  with  one  atrophied  around  a  stone,  it 
was  decided  to  close  the  Avound  and  await  the  appearance  of 
further  indications.  Three  days  later  a  last  experiment  with 
the  Ecintgeu  rays  yielded  a  print  on  which  a  definite  though 
by  no  means  well-defined  opacity  was  evident.  Thinking  this 
must  be  the  stone,  though  being  above  the  twelfth  rib  it  was 
very  high,  especially  for  the  right  side,  it  was  decided  to 
reopen  the  wound  on  October  24,  six  days  after  the  first 
operation.  On  pressing  the  finger  very  deeply  in  tlie  direc- 
tion indicated  in  the  skiagraph  it  was  just  possible  to  touch 
a  hard,  thinly  encapsuled  substance,  btit  quite  impossible  to 
manipulate  it.  The  twelfth  rib  was  therefore  removed.  Even 
then  the  depth  at  which  it  lay,  and  the  degree  to  whicli  it 
was  adherent  to  the  surrounding  structures,  made  it  difiicult 
to  get  the  stone  and  its  cyst  sufiiciently  up  into  the  wound 
for  examination.  The  cyst  was  found  to  be  in  part  formed 
by  the  pelvis,  and  in  part  by  atrophied  kidney  substance.-    It 
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aud  the  stoue  were  both  removed^  and  the  ureter  was  ligatured 
and  dropped  iu. 

The  patient  made  an  uninterrupted  recovery.  The  phos- 
phates disappeared  from  the  urine  in  seven  days,  and  the 
mucus  had  almost  disappeared  when  on  the  twenty-eighth  day 
after  operation  he  went  to  a  convalescent  home.  He  was  last 
seen  on  his  return  to  London  seven  weeks  after  the  operation. 
He  was  then  feeling  perfectly  well  in  every  respect,  was  able 
to  walk  several  miles,  and  had  never  experienced  the  slightest 
return  of  pain. 

Description  of  jjarfs  removed. — A.  The  stoue. — Length  1^ 
inches,  breadth  f  inch,  thickness  f  inch ;  weight  exactly  half 
an  ounce.  In  size  and  shape  it  much  resembles  an  amputated 
distal  segment  of,  say,  a  small  thumb.  It  consists  of  alternate 
layers  of  uric  acid  and  phosphates  with  an  external  coating" 
of  phosphates. 

B.   The    cyst. — Weight    with    vessels    and    fat    attached 

ounce.  It  consists  partly  of  dilated  pelvis,  and  partly 
of  atrophied  cortex. 

Remarhs  by  Mr.  Fripp. — The  points  of  interest  in  the  case 
appear  to  be — 

(1)  The  indication  that  was  given  by  the  skiagraph.  I 
would  here  mention  that  the  only  successful  print  was 
obtained  by  Mr.  Montague,  the  surgical  instrument  maker, 
of  101,  New  Bond  Street,  with  a  fifteen  minutes'  exposure. 
The  same  operator  was  successful  in  demonstrating  the 
presence  of  a  renal  calculus  in  a  second  case  which  was 
under  Mr.  Golding-Bird,  to  wdiom  I  am  indebted  for  per- 
mission to  take  the  patient  to  ]Mr.  Montague,  and  to  show 
the  skiagraph  along  with  that  of  our  own  case  to-night.  See 
Plates  VI  and  YII. 

(2)  The  abnormally  high  position  of  the  stone  above  the 
twelfth  rib. 

(3)  The  fact  that  the  twelfth  rib,  though  on  the  right 
side,  had  its  deep  surface  covered  to  a  large  extent  by  pleura. 

(4)  The  almost  complete  absence  of  htematuria,  and  the 
question  whether  this  was  owing  to  the  very  complete  block- 
ing of  the  ureter  and  atrophy  of  the  kidney. 

In  conclusion  I  would  mention  that  with  a  view  to  demon- 
strating the  relative  opacity  to  the  Rontgen  rays  of  various 
kinds  of  calculi  and  concretions,  I  have  brought  to-night  a 
series  of  skiagraphs  by  Mr.  Shenton,  who  has  charge  of  the 
appai'atus  at  Guy's  Hospital. 


DESCRIPTION   OF   PLATE    VI. 

Illustrating  Dr.  Frederick  Taylor's  and  Mr.  Fripp's  case  in  which  a 
Renal  Calculus  was  detected  by  the  Rontgen  Rays  and  successfully 
removed. 

Mr.  Fripp's  case. 


a. 


X 


o 
> 


c 

05 


o 


U 


DESCRIPTION   OF   PLATE    VII. 

Illustrating  Dr.  Frederick  Taylor's  and  Mr.  Fripp's  case  in  which  a 
Renal  Calculus  was  detected  by  the  Rontgen  Rays  and  successfully 
removed. 

Mr.  Golding-Bird's  case. 
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XXIV. — A  cane  of  Thrombosis  of  the  Sii'perior  Mesen- 
teric Vein,  causing  intestinal  obstruction.  By  J. 
Rose  Bradford,  M.D.,  F.R.C.P.,  F.R.S.  Bead 
Apil  22,  1898. 

''pHOMAS  N.,  ast.  20,  carman,  was  admitted  into  University 
-i-  College  Hospital  under  my  care  on  August  26,  1897, 
complaining  of — (1)  pains  in  the  abdomen,  (2)  slight  diar- 
rhoea, and  (3)  headache.  Patient  was  first  taken  ill  on  the 
night  of  August  20,  when  he  felt  very  sick  and  had  slight 
pain  in  the  upper  part  of  the  abdomen.  He  felt  no  better 
the  next  day,  but  was  well  enough  to  go  to  work.  On  the 
evening  of  the  21st  he  felt  very  giddy,  and  the  pains  in  the 
abdomen  returned,  and  became  much  worse  during  the  next 
day.  On  Monday,  August  23,  patient  saw  a  doctor,  who  gave 
him  some  medicine,  but  as  he  obtained  no  relief  he  was  brought 
to  the  hospital  on  the  26th.  He  has  been  in  bed  since  the  23rd. 
In  the  course  of  his  work  he  has  had  to  cart  some  bad-smelling 
refuse,  and  he  attributes  his  illness  to  this.  The  diarrhoea, 
however,  began  on  August  23 ;  it  has  never  been  severe,  and 
at  the  present  time  has  ceased.  He  had  no  shivering  at  the 
commencement  of  the  illness,  and  has  only  vomited  once.  He 
has  had  some  slight  cough,  but  no  expectoration. 

Past  histo)-ij. — Patient  has  never  been  very  healthy.  He 
was  ill  last  Christmas  with  abscesses  in  his  foot^  and  had 
"  bronchitis  "  seven  years  ago.  He  had  measles  when  a  child, 
but  never  typhoid  or  scarlet  fever.  He  has  always  had  plenty 
of  food  aud  clothing. 

Family  history. — Father  alive,  aged  fifty-one ;  mother 
alive,  aged  forty-one.  He  has  five  brothers  and  three  sisters, 
all  well.  No  history  of  consumption  affecting  any  member  of 
the  family  could  be  obtained. 

Present  state. — Patient  is  a  man  of  twenty.  His  breathing 
is  rather  rapid;  30  to  the  minute.  His  face  is  flushed; 
pulse  full.  96,  soft.  The  mucous  meuibranes  are  of  a  good 
colour.  There  is  one  small  reddish  spot  on  the  lower  part  of 
the  thorax,  pink  in  colour,  but  more  raised  than  the  ordinary 
typhoid  spot.  There  are  some  depressed  scars  about  the 
size  of  a  big  pea  over  the  abdomen.  The  lips  are  covered 
with   sordes,    the    mouth   being  dry.     He  complains  only  of 
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pain  in  the  abdomen;  there  is  no  pain  in  the  limbs^  and  no 
headache. 

Ahdominal  system. — Patient  has  very  marked  pain  in  the 
abdomen,  which  is  referred  to  the  umbilicus  and  slightly- 
above.  It  is  constantly  present,  and  causes  considerable 
distress  and  interferes  with  his  sleep.  There  is  at  present 
no  diarrhoea.  The  bowels  have  been  opened  by  an  enema, 
as  constipation  was  present.  The  fjeces  consist  of  small,  hard 
masses  of  good  colour.  There  is  no  blood  or  mucus  in  the 
stools.  The  tongue  is  furred  and  brown.  There  is  some 
little  congestion  of  the  fauces  and  around  the  pharynx. 
Patient  has  been  sick  several  times  since  admission,  bring- 
ing up  coagulated  milk.  The  abdomen  is  resonant,  and 
nothing  abnormal  is  felt;  the  spleen  is  not  enlarged;  there 
is  no  fulness  in  either  iliac  fossa.  The  right  leg  is  kept  flexed 
on  the  abdomen  to  relieve  the  pain.  The  abdomen  moves 
very  little  with  respiration,  which,  moreover,  is  shallow  in 
character.  There  is  some  pain  on  pressure  in  the  left  hypo- 
chondriac region,  but  nowhere  else.  There  is  no  hernia.  The 
liver  does  not  descend  below  the  costal  margin,  and  there  is 
no  tenderness  in  this  region.  The  percussion  note  is  reso- 
nant all  over  the  abdomen,  but  is  not  quite  so  good  in  the 
left  loin. 

Eesjnratory  system. — The  respiration  is  rapid  ;  breathing 
is  very  shallow  and  jerky,  three  or  four  small  respirations 
being  taken,  then  patient  stops  breathing  for  a  moment. 
The  jerkiness  is  sometimes  much  moi-e  marked  than  at 
others.  Patient  has  no  pain  in  the  chest  or  abdomen  on 
taking  a  deep  breath.  There  is  a  good  deal  of  cough,  but  no 
expectoration.  The  chest  is  well  formed,  and  the  movements 
are  equal  on  both  sides.  Percussion  note  is  equal  at  both 
apices,  and  good  in  quality.  The  note  is  slightly  impaired  on 
the  right  side  at  the  level  of  the  fifth  rib  in  the  nipple  line, 
but  actual  dulness  is  only  obtained  at  the  level  of  the  sixth 
rib.  Over  the  lower  part  of  the  left  axilla  the  bi-eath-souuds 
are  normal  in  character,  but  weak.  Over  the  sixth  rib  there 
is  an  area  about  the  size  of  a  two-shilling  piece  in  the  axillary 
line  on  the  right  side,  where  there  are  some  fine  rales  to  be 
heard  on  inspiration.  Breath-sounds  are  weak  below  this. 
Behind  the  percussion  over  both  backs  is  resonant,  and  the 
breath-sounds  are  normal,  and  are  heard  right  down  to  the 
base. 

Circulatory  system. — Pulse  regular,  96,  full,  soft.  There  is 
some  pulsation  in  the  supra-sternal  notch.    Both  carotids  can 
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be  seen  pulsating  up  to  the  ears.  Heart's  apex-beat  is  rather 
diffuse,  being  seen  in  the  fourth  interspace  from  the  sternum 
to  the  nipple.  It  is  accompanied  by  some  systolic  recession  ; 
the  impulse  is  most  marked  in  the  fifth  space  internal  to  the 
nipple.  No  thrill  is  felt.  There  is  a  systolic  apical  murmur 
of  soft  character,  more  especially  audible  on  pressure.  On 
admission  it  was  very  soft,  but  now  it  is  rather  harsher  in 
character.  It  is  heard  along  the  left  edge  of  the  sternum  and 
at  the  aortic  cartilage.  Very  slight  pressure  also  produces  it 
in  the  supra-sternal  notch.     There  is  no  oedema  anywhere. 

Renal  system. — Patient  has  no  trouble  in  micturition. 
Neither  kidney  can  be  felt,  and  the  urine  is  normal. 

Nervous  system. — Patient  has  no  headache  and  no  delirium. 
Pupils  react  to  light  and  accommodation.  There  is  no  retrac- 
tion of  head  or  neck ;  the  knee-jerks  are  normal. 

August  27.— Temp.  101-4°;  pulse  96;  resp.  40. 

August  28.— Temp.  100°;  pulse  80;  resp.  38  to  48.  Patient 
vomited  three  times  to-day  ;   bowels  opened  with  enema. 

August  29.— Temp.  ldl-4°;  pulse  80;  resp.  48.  Vomited 
once. 

August  30.— Temp.  100°;  pulse  76;  resp.  36.  Bowels 
open  with  enema. 

August  31.— Temp.  100-8°;  pulse  100;  resp.  40.  Patient 
vomited  twice  to-day ;  bowels  open  after  enema. 

Since  admission  patient  has  remained  in  much  the  same 
condition,  complaining  of  a  good  deal  of  abdominal  pain, 
especially  at  the  umbilicus,  and  between  this  and  the  costal 
margin.  The  abdomen  is  not  distended;  if  anything,  it  is 
slightly  retracted.  There  is  no  marked  tenderness  on  palpa- 
tion. Patient  has  had  slight  occasional  vomiting  of  the  con- 
tents of  the  stomach,  and  the  bowels  have  not  been  opened 
without  enemata,  but  with  these  normal  motions  have  been 
obtained. 

September  1. — To-day  patient  suddenly  began  to  vomit 
frequently,  the  vomit  being  dark  green  in  colour.  He  has 
also  had  more  pain  in  the  abdomen,  and  he  is  very  restless, 
temperature  being  99-6°,  pulse  104,  resp.  32  to  40.  An  enema 
produced  an  action  of  the  bowels  to-day. 

September  2. — Patient  passed  a  very  restless  night ;  the 
pain  was  still  more  severe,  and  the  vomiting,  which  has  been 
incessant,  is  now  distinctly  stercoraceous.  On  palpation  of  the 
abdomen  an  indefinite  mass  can  be  felt  in  the  left  iliac  fossa. 
It  passes  obliquely  upwards  into  the  left  lumbar  region.  It 
has  rather  the  shape  of  a  coil  of  intestine,  but  the  mass  can 
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be  felt  so  iudefinitely  that  it  is  difficult  to  feel  certain  that 
the  mass  is  really  in  the  abdomen,  and  not  simply  due  to 
rigidity  of  the  alodominal  walls.  Two  enemata  have  been 
given  to-day,  and  a  few  fsecal  masses  have  been  passed,  but 
the  patient  has  passed  flatus  freely. 

September  3. — Temp.  96°;  pulse  126;  resp.  48.  Patient 
was  rather  better  last  night,  but  towards  morning  he  com- 
menced vomiting  again,  the  vomit  being  almost  black  and 
very  foul.  There  was  not  much  pain.  Patient  had  a  rigor 
at  8.30  A.M. ;  the  temperature  reached  102°  F.  Subsequently 
to  this  he  became  rather  collapsed,  the  extremities  became 
cold  and  the  pulse  small  and  weak.  It  was  decided  to  open 
the  abdomen,  as  it  was  thought  that  there  was  some  form  of 
intestinal  obstruction. 

Operation  hy  Mr.  Pollard. — Gas  and  ether  having  been 
administered,  an  incision  was  made  in  the  middle  line,  begin- 
ning an  inch  below  the  umbilicus,  and  carried  down  for  3^ 
inches ;  the  abdominal  wall  was  cut  through  and  the  perito- 
neum opened,  and  a  distended  coil  of  small  intestine  was 
drawn  out.  On  tracing  this  upwards  a  piece  of  the  intestine 
about  a  foot  long  was  found  to  be  greatly  swollen  and 
thickened,  and  purple  in  colour.  There  was  no  volvulus,  and 
no  constricting  baud  was  found.  There  was  a  little  reddish 
fluid  in  the  peritoneal  cavity,  and  a  little  lymph  on  the  intes- 
tine. As  the  patient  was  in  a  very  collapsed  condition,  and 
as  nothing  more  could  be  done,  the  intestines  were  returned 
into  the  abdominal  cavity  and  the  wound  stitched  up,  and  a 
cyanide  dressing  applied.  Patient  died  a  short  time  after 
the  operation  was  completed,  not  having  recovered  from  the 
anaesthetic. 

Post-mortem  examination. — On  opening  the  abdomen  a  coil 
of  small  intestine  at  the  upper  part  of  the  jejunum  was  seen 
to  be  dark  purple  in  colour  and  considerably  swollen  and 
thickened  for  a  distance  of  about  18  inches.  There  was  no 
band  or  other  cause  of  strangulation.  The  mesentery  was 
thickened  and  the  veins  were  obviously  thrombosed. 

The  superior  mesenteric  artery  and  all  its  branches  were 
normal  throughout  their  extent. 

The  splenic  vein  itself  was  normal. 

The  ti'unk  of  the  superior  mesenteric  vein  was  greatly 
thickened,  the  wall  of  the  vessel  being  as  thick  as  the  wall  of 
the  superior  mesenteric  artei'y.  The  vein  contained  flakes  of 
coagulum  adherent  to  the  inner  surface,  and  forming  an 
almost    continuous    layer    of    decolourised   blood-clot.      The 
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lumeu  of  the  main  vessel  was  filled  with  reddish  puriforiii 
iniiterial.  The  upper  part  of  the  vein  was  occupied  by  firm, 
partly  decolourised  clot.  The  disease  of  the  superior  mesen- 
teric vein  extends  into  the  main  tributaries  of  this  vessel, — to 
a  varying  extent,  however,  in  different  ones.  As  the  intes- 
tine is  approached  the  thickening  of  the  walls  of  the  veins 
becomes  less  and  less  marked,  until  in  most  of  the  terminal 
branches  the  walls  of  the  veins  have  their  normal  thickness 
and  appearance.  The  distribution  of  the  thickening  of  the 
veins  is  seen  in  the  accompanying  figure  (Fig.  25),  in  which 
the  thickened  portion  of  the  superior  mesenteric  vein  and  its 
tributaries  is  left  unshaded.  The  veins  whose  walls  are  not 
thickened  are  filled  with  recent  blood-clot,  and  are  shaded  in 
the  diagram.  The  thickened  vessels,  in  addition  to  being- 
lined  by  a  layer  of  decolourised  clot,  were  filled  with  a  puri- 
form  fluid.  At  the  lower  limit  of  the  congested  portion  of 
the  bowel  the  terminal  branches  of  the  superior  mesenteric 
vein  are  diseased  almost  up  to  the  mesenteric  attachment  of 
the  intestine.  Below  the  congested  portion  of  the  intestine 
the  thrombosis  of  the  terminal  veins  becomes  less  marked. 
The  tributaries  forming  the  lowest  branch  of  the  superior 
mesenteric  vein  are  perfectly  free  from  clot,  notwithstanding 
that  the  trunk  into  which  these  open  is  itself  thrombosed. 

The  terminal  veins  at  the  upper  extremity  of  the  mesen- 
tery are  also  pervious,  normal  in  appearance,  and  free  fi*om 
clot.  The  portal  vein  was  thickened  and  thrombosed  at  the 
point  of  junction  of  the  superior  mesenteric  and  splenic 
veins.  The  upper  part  of  the  portal  vein  was  not  only  not 
thickened,  but  its  inner  surface  was  smooth  and  had  not  lost 
its  polish.  Just  at  the  point  where  the  vein  divides  at  its 
entrance  into  the  liver  there  was  a  partly  decolourised  clot, 
which,  however,  was  not  adhei'ent  to  the  vein.  The  intra- 
hepatic branches  of  the  portal  vein  contained  dark,  non- 
adherent, red  clot,  which  was  continuous  with  the  clot  found 
at  the  point  of  division  of  the  portal  vein.  The  appearances 
seemed  to  indicate  that  the  clot  at  the  point  of  division  of  the 
portal  vein  was  a  portion  of  clot  detached  from  the  thrombus 
in  the  main  trunk  of  the  superior  mesenteric  vein,  and  that 
the  clotting  in  the  intra-hepatic  branches  of  the  portal  vein 
was  more  recent,  and  may  have  resulted  from  this  embolus, 
or  it  may  have  been  post-mortem  coagulation  only.  There 
was  no  thickening  of  the  capsule  of  the  liver  at  the  portal 
fissure. 

The    mesentery    was    considerably   thickened,    and    the 
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DEaCBIPTION  OF  Pio.  25. 

Diagram  of  the  Superior  Mesenteric  Vein  and  its  branches,  with  the  upper 
portion  of  the  Ileum. 

S.M.  Superior  mesenteric  vein, 
s.  Splenic  vein. 
G.  Suppurating  gland. 
SJiaded  veins  are  those  having  normal  walls,  but  which  are  filled  with  blood- 
clot  :  those  ill  connection  with  ilie  piere  ot   intestine  are  moie  greatly  distended 
than  those  beyond  A,  in  wbicli  the  clotting  is  in  many  places  jiartial. 

Unshaded  veins  are  th(  se  having  tliickeiH  d  and  diseased  walls,  except  the 
splenic  vein  S,  and  tbe  terminal  branches  at  B,  which  are  normal  and  contain  no 
blood-clot. 

At  A  the  disease  of  the  veins  has  advanced  close  up  to  tbe  intestine,  and  this 
point  marks  tlie  lower  limit  of  the  intensely  congested  and  swollen  portion  of 
the  bowel. 
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diseased  veins  were  adherent  to  its  substance.  The  mesen- 
teric glands  Avei'e  enlarged  and  congested,  and  one  of  them 
lying  on  the  lowest  branch  of  the  vein — two  inches  from  the 
commencement  of  the  main  trunk — is  enlarged  and  converted 
into  an  irregular  cavity  filled  with  pus.  At  one  spot  this 
irregular  cavity  communicates  by  means  of  a  small  hole  with 
the  interior  of  the  thrombosed  veins. 

The  intestine  is  congested  for  a  distance  of  several  feet 
from  the  duodeno-jejunal  flexure,  but  the  portion  most  affected 
extends  for  eighteen  inches  from  the  point  marked  a  in  the 
drawing.  It  is  at  this  point  that  the  disease  involving  the 
veins  extends  along  them  to  such  a  distance  as  to  affect  the 
terminal  veins  close  to  the  bowel.  This  portion  of  the  bowel 
is  of  a  deep  purple  colour,  its  walls  are  thickened  to  the 
extent  of  one  eighth  of  an  inch  between  the  valvulte  conni- 
ventes,  which  are  also  greatly  thickened.  The  lumen  of  the 
gut  was  considerably  narrowed,  but  nowhere  obliterated. 
The  mucous  membrane  throughout  the  length  of  the  gut 
affected  was  of  a  dark  purple  colour,  and  the  peritoneum 
covering  the  bowel  had  lost  its  gloss,  and  in  places  was 
covered  with  a  thin  layer  of  lymph.  In  places  a  little 
fibrinous  exudation  was  seen  on  the  mucous  membrane,  which 
was  softer  and  more  friable  than  normal.  There  was  no 
ulceration  in  any  portion  of  the  large  or  small  intestine. 
The  appendix,  rectum,  and  stomach  were  normal. 

Liver. — With  the  exception  of  the  clotting  in  the  portal 
vein  described  above,  the  liver  was  normal,  and  there  was  no 
suppuration  either  in  the  liver  itself  or  in  the  portal  vein,  or 
in  the  portal  canals. 

The  spleen  was  normal  in  size.  On  section  it  was  pale  in 
colour,  and  broke  down  readily. 

The  heart  was  normal,  and  no  valvular  lesion  was  found 
to  account  for  the  murmur  heard  during  life. 

The  lungs  were  cedematous. 

The  kidneys  showed  slight  adhesion  of  the  capsule,  and 
the  cortex  was  rather  thin ;  otherwise  they  were  normal  in 
appearance. 

BemarJcs. — This  case  illustrates  phlebitis  and  thrombosis 
of  the  superior  mesenteric  vein  rather  than  thrombosis  of  the 
portal  vein,  since  the  interior  of  the  superior  mesenteric  vein 
was  occupied  by  old  broken-down  and  puriform  clots,  whereas 
the  clot  in  the  portal  vein  was  recent,  and  neither  much  de- 
colourised nor  broken  down. 

A  few  cases  have  been  described  of  thrombosis  of  the 
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portal  vein,  associated  with  gangrenous  lesions  in  the  bowel. 
In  many  of  these  it  has  been  supposed  that  the  changes  in 
the  vein  were  secondary  to  the  changes  in  the  bowel, — in 
other  words,  that  the  gangrene  of  the  bowel  had  been  pro- 
duced by  some  subacute  intestinal  obstruction,  and  that 
venous  thrombosis  had  occurred  secondarily  to  this.  In  this 
case  I  think  it  is  clear  from  the  post-mortem  appearances,  and 
more  especially  from  the  evidences  of  the  old-standing  disease 
of  the  superior  mesenteric  vein  and  mesenteric  glands,  that 
the  intestinal  lesions  were  secondary  to  the  blocking  of  the 
vein.  As  regards  the  cause  of  the  thrombosis,  it  is,  at  any 
rate,  probable  that  this  arose  as  a  result  of  thrombosis 
spreading  up  from  the  branches  of  the  vein,  distributed  to 
the  breaking-down  glands.  I  would  read  the  case,  therefore, 
that  the  disease  of  the  mesenteric  glands  caused  the  phlebitis 
of  the  superior  mesenteric  vein,  and  the  latter  led  to  throm- 
bosis causing  the  anatomical  changes  in  the  bowel,  which  in 
turn  pi'oduced  intestinal  obstruction. 

The  post-mortem  threw  no  light  on  the  cause  of  the 
mesenteric  gland  disease,  and  it  is  possible  that  it  was 
tuberculous,  but  unfortunately  no  examination  to  settle  this 
w'as  made.  It  is,  however,  very  possible  that  the  suppui-a- 
tion  in  the  mesenteric  glands  Avas  due  to  the  absorption  of 
some  septic  matter  from  the  bowel.  The  diarrhoea  noted  in 
the  clinical  history  cannot  have  been  the  cause,  as  it  occurred 
three  days  after  the  onset  of  the  abdominal  pain. 

Although  all  the  branches  and  the  main  trunk  of  the 
superior  mesenteric  vein  were  diseased  and  blocked,  yet  the 
changes  in  the  bowel  were  limited  to  a  length  of  only  some 
eighteen  inches.  The  explanation  of  this  is  to  be  sought  in 
the  fact  that  the  terminal  veins  were  not  blocked  except 
where  the  bowel  was  affected,  and  the  blood  from  the  rest  of 
the  bowel  would  probably  reach,  by  the  very  free  anastomosing 
arches  that  exist,  the  inferior  mesenteric  vein  below,  and  the 
gastric  and  duodenal  veins  above. 

The  thrombosis  in  the  portal  vein  occurred  probably  only 
shortly  before  death,  and  it  is  even  possible  that  it  was  a 
post-mortem  coagulation.  As  mentioned  above  the  clot  here 
was  quite  recent,  non-adherent,  and  the  vein  was  healthy. 

The  clinical  symptoms  were  obscure  abdominal  pain, 
slight  fever,  occasional  catching  respiration,  together  with  the 
absence  of  abdominal  tenderness ;  and  these  were  the  only 
marked  features  until  the  symptoms  of  obstruction  de- 
veloped.    The  patient  had  abdominal  pain  for  at  least  eleven 
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days  before  there  were  any  symptoms  indicative  of  obstruc- 
tion. The  obstruction  being  situated  so  high  up  is  the  most 
likely  explanatio]i  of  the  fact  that  enemata  produced  evacua- 
tions, and  that  flatus  was  passed  freely  within  twenty-four 
hours  of  death.  It  is  possible  that  a  similar  case  might  be 
diagnosed  if,  in  addition  to  the  symptoms  described  above, 
the  thickened  intestine  were  recognised  by  palpation,  but  the 
resemblance  of  such  a  case  to  some  varieties  of  intussuscep- 
tion is  very  great. 
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XXV. — A  case  of  Tuberculous  Peritonitis  in  luhich 
.s}/riiptoms  of  intestinal  obstruction  re  suited  ^  iwobabhj 
from  thrombosis  of  certain  tributaries  of  the  sujyerior 
mesenteric  vein.  By  E-atmond  Johnson.  Bead 
April  22,  1898. 

RC,  a  married  woman  vet.  33,  was  admitted  into  Univer- 
•  sit}"  College  Hospital  on  October  29,  1896.  She  had 
been  ailing  for  a  month,  but  was  not  seriously  ill  until  the 
night  of  Sunday,  October  25,  when,  having  gone  to  bed  very 
soon  after  a  heavy  supper,  she  awoke  at  half-past  eleven  with 
severe  pain  in  the  left  side  of  the  abdomen,  and  was  almost 
immediately  sick.  The  pain  persisted,  but  became  less 
severe,  and  the  vomiting  recurred  almost  constantly  when 
any  kind  of  food  was  taken.  Aperients  and  enemata  were 
administered,  but  only  once  a  small  quantity  of  ftecal  matter 
was  brought  away.  Flatus  was  said  to  have  been  passed  j^er 
rectum,  but  little  importance  was  attached  to  this,  as  enemata 
had  frequently  been  administered.  No  blood  had  been  passed 
from  the  bowel. 

On  admission  the  patient  presented  in  a  very  marked 
degree  the  abdominal  aspect.  The  tongue  was  dry  and 
coated ;  the  pulse  rapid  and  feeble.  There  was  uniform 
fulness  of  the  abdomen,  but  not  marked  distension,  with 
slight  general  tenderness.  The  abdominal  wall  moved  freely 
with  deep  respiration.  There  was  slight  impairment  of  re- 
sonance in  the  left  flank;  the  liver  dulness  was  normal.  No 
tumour  could  be  felt,  and  both  rectal  and  vaginal  examina- 
tion yielded  negative  results.  The  patient  was  menstruating. 
Shortly  after  admission  she  vomited  some  dark  green  fluid 
free  from  any  offensive  odour. 

From  the  history  of  the  illness  and  the  patient's  condition 
on  admission  there  seemed  little  doubt  that  she  was  suffering 
from  intestinal  obstruction,  although  no  evidence  was  forth- 
coming to  indicate  its  exact  nature.  The  acute  character  of 
the  symptoms  and  the  absence  of  marked  abdominal  disten- 
sion indicated  very  strongly  that  the  obstruction  involved 
the  small  intestine,  and  it  was  expected  that  it  would  be 
found  to  be  caused  by  a  band  or  by  a  kinking  of  some 
adherent   coil    of    the    gut.       After    consultation    with    my 
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colleague,  Dr,  Rose  Bradford,  no  hesitation  was  felt  in 
advising  immediate  laparotomy. 

Accordingly  at  8  p.m.  chloroform  was  given  and  the 
abdomen  opened  by  a  median  incision  below  the  umbilicus. 
Several  ounces  of  clear  blood-stained  fluid  escaped,  and  a 
coil  of  moderately  distended  small  intestine  was  exposed ; 
the  CfBCum  was  found  to  be  empty.  On  passing  the  fingers 
backwards  towards  the  spine  a  solid  mass  was  felt,  which  at 
first  was  thought  to  be  an  intussusception,  but  which  proved 
to  be  part  of  the  mesentery,  very  deeply  congested  and 
thickened,  probably  to  the  extent  of  half  an  inch.  The 
affected  part  of  the  mesentery  was  fan-shaped,  and  the  intes- 
tine corresponding  to  its  base,  about  8  inches  in  length,  was 
much  more  congested  and  swollen  than  any  other  part  of  the 
bowel,  although  the  limits  of  the  congested  part  were  not  very 
sharply  defined.  On  the  surface  of  the  intestines,  chiefly  in 
the  deeply  congested  part  just  described,  were  numerous 
yellow  nodules,  most  of  which  had  the  size  of  a  large  pin's 
head;  two,  however,  were  much  larger,  and  all  had  the 
appearance  of  caseous  tubercles.  At  one  spot  a  yellowish 
deposit  in  the  wall  of  the  bowel  extended  around  a  third  of 
its  circumference.  During  the  manipulation  of  the  intestine 
I  was  not  aware  of  undoing  any  twist  or  of  breaking-  down 
any  adhesion;  in  fact,  no  adhesions  were  detected,  although 
the  whole  length  of  the  small  intestine  was  examined  by 
passing  it  little  by  little  between  the  fingers. 

The  investigation  having  thus  been  completed,  the 
abdomen  was  closed. 

The  patient  was  not  sick  again  after  recovery  from  the 
anaesthetic.  She  was  at  first  fed  entirely  by  the  rectum,  but 
after  a  slight  action  of  the  bowels  on  the  day  after  the  opera- 
tion small  quantities  of  milk  and  soda  water  were  given  by  the 
mouth.  Her  progress  from  this  time  was  in  every  respect 
favorable,  except  that  the  temperature  was  persistently 
slightly  above  the  normal,  being  at  night  usually  a  few 
points  above  99°.  She  left  the  hospital  on  November  19, 
three  weeks  after  the  operation. 

RemarJcs. — There  can  be  little  doubt  that  this  case  was 
one  of  tuberculous  peritonitis.  The  questions  of  interest 
are  —  What  was  the  cause  of  the  congested  and  swollen 
condition  of  the  bowel  and  mesentery?  and  what  relation 
did  this  bear  to  the  symptoms  of  intestinal  obstruction  ?  It 
is  impossible  more  than  to  suggest  answers  to  these  questions ; 
but  I  would  submit  the  opinion  that  the  swelling  and  conges- 
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tion  of  the  mesentery  resulted  from  thrombosis  of  certain 
tributaries  of  the  superior  mesenteric  vein,  due  probably  to 
a  deposit  of  tubercle  around  tliem,  and  that  tlie  intestinal 
obstruction  was  tlie  result  of  paralysis  of  the  corresponding 
segment  of  the  bowel,  itself  in  a  condition  of  intense  passive 
congestion. 

It  is  a  well-recognised  fact  that  paralysis  of  a  segment  of 
intestine  may  act  as  a  cause  of  very  considerable  obstruction. 
The  condition  of  the  bowel  found  in  this  case  was  identical 
with  that  observed  in  certain  cases  of  strangulated  hernia. 
It  occasionally  happens  that  after  the  reduction  of  a  stran- 
gulated hernia  by  taxis  the  symptoms  of  intestinal  obstruc- 
tion remain  more  or  less  completely  unrelieved.  In  such 
cases  an  exploratory  laparotomy  has  not  infrequently  been 
performed,  and  more  than  once  it  has  happened  that  no  other 
cause  of  the  persistence  of  the  symptoms  has  been  found 
than  that  the  bowel  which  had  been  reduced  was  still 
swollen  and  deeply  congested,  and  evidently  had  not  yet 
resumed  its  function  of  peristaltic  contraction.  I  am 
acquainted  with  two  cases  of  this  kind  in  which,  after 
observing  the  condition  of  the  bowel,  the  abdomen  was 
closed  and  recovery  followed.  In  the  same  way  I  would 
suggest  that  in  the  case  under  consideration  the  favorable 
result  which  followed  the  operation  was  not  in  any  way  due 
to  it,  but  is  to  be  explained  by  a  restoration  of  the  circula- 
tion in  the  paralysed  segment  of  bowel,  the  blood  gradually 
finding  its  way  through  the  neighbouring  branches  of  the 
vein  which  were  not  thrombosed.  An  explanation  of  the 
case  which  possibly  might  be  offered  is  that  in  drawing  out 
the  intestine  a  volvulus  was  untwisted.  Objections  to  this 
view  are,  first,  that  no  such  twist  was  apparent ;  secondl}", 
that  at  neither  end  of  the  congested  and  swollen  segment  did 
the  bowel  present  any  evidence  of  having  been  twisted  on 
itself;  and  thirdly,  that  if  this  view  were  correct  it  is  a 
strange  coincidence  that  the  tuberculous  nodules  were  so 
much  more  abundant  on  the  affected  part  of  the  bowel  than 
elsewhere. 

Tuberculous  peritonitis  not  uncommonly  runs  a  very 
latent  course,  and  is  found  to  exist  in  a  very  advanced 
degree  in  cases  in  which  the  abdomen  is  opened  for  the 
relief  of  symptoms  of  acute  intestinal  obstruction.  In  such 
cases  some  definite  cause  of  the  acute  onset  of  symptoms  may 
be  found  in  the  form  of  a  kinking  of  adherent  intestine  or 
strangulation  by  a  band-like  adhesion,  but  this  is  not  always 
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so,  and  I  have  thought  this  case  worthy  of  being  placed  on 
record  as  possibly  an  example  of  another  event,  which  may 
determine  the  onset  of  acute  abdominal  symptoms  in  the 
course  of  tuberculous  peritonitis,  viz.  thrombosis  in  some 
part  of  the  distribution  of  the  mesenteric  vessels. 
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XXVI. — A  case  of  Baijnaud's  Gangrene  in  connection 
tuith  Parturition.  By  Lee  Dickinson,  M.D.,  and 
W.  A.  Hubert.     Bead  April  22,  1898. 

'ARY  Ann  W.,  aet.  42,  was  admitted  into  the  Hollond 
Ward  of  St.  George's  Hospital  on  November  25,  1897. 
The  history  supplied  by  the  patient  was  one  of  temperate 
habits,  no  acute  illness,  and  good  health  upon  the  whole  until 
lately,  though  for  many  years  she  had  been  liable  to  winter 
cough  and  a  mild  form  of  asthma.  As  a  child  she  used  to 
suffer  severely  from  chilblains  on  the  feet ;  but  as  she  grew 
up  the  chilblains  became  less  troublesome,  and  before  the  age 
of  twenty  ceased  to  appear. 

Living  almost  entirely  in  Fulham,  she  has  spent  only  three 
days  out  of  London,  and  these  at  Bournemouth  and  in 
Hertfordshire ;  thus  in  all  probability  she  has  never  been 
exposed  to  malarial  infection. 

She  has  been  married  twice,  and  borne  twelve  children, 
five  of  whom  are  living  and  healthy.  There  is  no  suggestion 
of  syphilis.  The  confinements  were  mostly  uncomplicated  and 
without  difficulty.  Ten  of  them  took  place  in  the  St.  John's 
Lying-in  Home,  Fulham.  Hei-e,  in  October,  1887,  she  was 
delivered  artificially  of  an  immature  and  decomposed  foetus ; 
but  even  on  this  occasion  made  a  good  recovery. 

The  last  confinement  but  one  occurred  in  June,  1893,  and 
was  uneventful.  Dr.  Bourns,  physician  to  the  St.  John's 
Home,  has  kindly  informed  us  that  in  all  probability  the 
woman  was  there  treated  with  ergot  according  to  the  routine 
practice  of  the  institution, —  I  drachm  of  the  liquid  extract 
being  given  once  or  twice  after  the  removal  of  the  placenta, 
and  possibly  15  minims  every  third  or  fourth  hour  for  a  day 
or  two  afterwards, — and  that  she  showed  signs  of  poisoning. 
In  the  spring  of  1887  her  circumstances,  which  had 
hitherto  been  fairly  comfortable,  became  straitened,  and  she 
was  compelled  to  work  hard  as  an  ironer,  living  poorly  the 
while.  About  this  time — some  six  months  before  her  last 
confinement — she  began  to  suffer  from  the  local  s^aicope  and 
asphyxia  described  by  Raynaud.  After  immersion  in  cold 
water  (which  in  the  course  of  household  duties  could  not  be 
wholly  avoided)  her  fingers  would  turn  white  and  numbed,  and 
then  blue  and  painful ;  and  in  this  way  they  w^ere  rendered 
quite  useless  for  sometimes  as  long  as  an  hour.     With  the 
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advance  of  preg-uancy  her  health  failed  notably,  and  six  weeks 
before  its  conclusion  she  found  that  her  water  was  continu- 
ously turbid  and  discoloured. 

She  took  to  bed  three  weeks  before  delivery,  the  osten- 
sible reason  being  a  sharp  attack  of  pain  and  swelling  about 

Fig.  26. 


the  ankle,  which,  however,  soon  subsided  under  a  lead  and 
opium  lotion  prescribed  from  a  dispensary.  At  the  same 
time  the  breathing  was  considerably  embarrassed,  and  for  its 
relief  she  was  provided  with  an  expectorant  mixture  con- 
taining morphia  and  au  occasional  tablet  of  nitro-glycei'ine. 

On  November  13,  after  an  easy  labour  of  four  and  a  half 
hours,  she  was  delivered  of  a  healthy  child  without  medical 
assistance.  A  midwife  did  what  was  needed,  and  no  ergot 
Avas  taken  or  offered. 

Two  days  later,  the  patient  being  still  in  bed  in  a  warm 
room,  and  not  conscious  of  any  local  or  general  exposure  to 
cold,  the  tips  of  all  her  fingers  and  both  thumbs  became 
affected  with  an  itching,  which  soon  passed  into  a  burning 
pain.     They  became  discoloured,  and  by  November  18  had 
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turned  a  bluisli  black,  and  red  blotches  appeared  on  the 
forearm.  The  toes  were  attacked  in  the  same  way  a  few 
days  after  the  fingers.  The  pains  increased  to  an  almost 
intolerable  degree;  and  on  November  25  the  patient  was 
brought  to  the  hospital. 

On  admission  she  was  slightly  feverish,  in  great  pain,  and 
perfectly  helpless  from  the  condition  of  the  hands  and  feet. 
The  terminal  phalanges  of  all  the  fingers  were  of  a  dark 
purple,  almost  black  colour;  their  tips  hard  and  insensitive. 
The  dark  colour  faded  gradually  downwards  through  a  dull 
red  into  a  healthy  tint  below  the  level  of  the  first  joints. 
The  thumbs  were  less  extensively  affected.  On  the  extensor 
surface  of  the  left  forearm  were  two  irregular,  mottled,  raised 
patches,  not  fading  on  pressure,  of  about  the  size  of  a  crown 
piece.  At  the  ends  of  all  the  toes  were  blue-black  patches. 
The  pulse  could  be  well  felt  at  both  wrists  and  ankles;  and 
there  was  evidently  no  material  vascular  disease  except  some 
thickening  of  the  arteries. 

The  general  aspect  of  the  patient  was  suggestive  of  renal 
disease,  the  existence  of  which  was  confirmed  on  examining 
the  urine.  The  eyelids  and  legs  were  slightly  oedematous, 
and  the  skin  of  the  body  was  dry  and  loose.  There  was  no 
milk  in  the  breasts.  The  cheeks  were  bright  coloured,  but 
the  mucous  membranes  decidedly  pale ;  and  an  examination 
of  the  blood  a  few  days  after  admission  showed  only  2,500,000 
red  cells  to  the  cubic  millimetre.  A  rough  systolic  murmur 
was  audible  over  the  whole  cardiac  area,  which  was  some- 
W'hat  enlarg-ed  to  the  rio-ht :  and  a  few  rales  and  rhonchi  were 
scattered  throughout  the  lungs.  The  liver  dulness  was 
depressed  for  about  an  inch,  though  without  obvious  disease  of 
the  organ.     No  abnormality  was  detected  about  the  spleen. 

The  urine,  drawn  off  by  a  catheter,  was  faintly  acid,  of 
sp.  gr.  1009,  red  and  turbid  from  the  presence  of  corpuscular 
blood  and  pus.  It  gave  a  thick  flocculent  cloud  of  albumen 
on  boiling,  and  contained  no  sugar. 

Mr.  Warrington  Haward  kindly  saw  the  patient  in  con- 
sultation, and  at  his  suggestion  the  fingers  and  toes  were 
freely  powdered  with  boric  acid  and  wrapped  in  cotton  wool. 
To  relieve  the  pain  opium  was  given  by  the  mouth,  but  it 
was  not  found  necessary  to  continue  this  drug  after  the  first 
few  days.  Indeed,  it  seemed  that  the  w^orst  of  the  attack 
was  already  over,  and  with  slight  exceptions  improvement 
was  progressive  and  uninterrupted. 

At  the  end  of  November  a  "tachetee,"  like  those  on  the 
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left  forearm,  appeared  on  the  right ;  and  a  few  days  after- 
wards there  were  one  or  two  fresh  patches  of  discoloration 
on  the  toes  of  the  left  foot ;  also  the  lobes  of  the  ears  and 
the  right  ala  of  the  nose  turned  blue.  However,  all  these 
later  developments  proved  trivial  and  transitory. 

A  line  of  demarcation  rapidly  formed  on  the  fingers,  and 
the  terminal  phalanges  began  to  undergo  the  characteristic 
changes  of  dry  gangrene.  The  accompanying  drawings, 
made  by  Mr.  E.  Wilson  in  the  second  week  of  December, 
show  better  than  any  verbal  description  the  black,  shrivelled, 
parchment-like,  tapering  condition  of  the  phalanges,  and  the 
abrupt  limitation  of  the  mischief  (Fig.  2G). 

From  this  time  there  is  little  to  record.  The  separation 
of  the  gangrenous  parts  of  the  fingers  proceeded  with  tedious 
slowness,  Avhile  the  toes  soon  recovered,  having  sustained  but 
slight  loss  of  substance  through  superficial  ulceration. 

The  ui'ine  was  frequently  examined,  with  the  result  that 
the  presence  of  hemoglobin,  independently  of  corpuscular 
blood,  was  never  established.  Blood  and  pus  were  always 
present,  though  not  always  recognisable  without  the  micro- 
scope, and  occasionally  granular  and  epithelial  casts  were 
found.     The  amount  of  albumen  did  not  greatly  diminish. 

Beyond  what  has  been  mentioned  the  treatment  consisted 
mainly  in  generous  diet  with  stimulants,  and,  until  some 
disturbance  of  the  bowels  w^as  set  up,  the  administration  of 
iron  and  arsenic. 

On  January  27  the  patient  was  obliged  to  return  home  on 
account  of  some  domestic  trouble. 

April  20. — Since  leaving  the  hospital  the  woman  has  been 
attending  as  an  out-patient  every  week  and  taking  quinine. 
She  has  improved  greatly  in  general  health,  and  there  has 
been  no  fresh  gangrene.  It  must  be  noted,  however,  that  the 
tip  of  the  lobe  of  the  left  ear  is  almost  constantly  blue. 

The  separation  of  the  finger-ends  has  been  left  to  nature, 
proceeding  steadily  and  by  no  means  painlessly.  It  is  certain 
that  the  whole  terminal  phalanx  of  each  of  the  eight  fingers 
will  be  lost,  but  up  to  the  present  time  only  four  have  become 
detached.  The  first  to  fall  was  that  from  the  left  little  finger, 
in  the  third  week  of  March. 

In  the  left  thumb  the  loss  will  be  confined  to  the  nail  and 
soft  parts  of  the  tip,  and  in  the  right  thumb  the  mutilation 
will  be  comparatively  trifling. 

A  second  and  to  some  extent  a  similar  case  is  as  follows  : 
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A  washerwoman  set.  42,  who  lived  at  Xotting  Hill  and 
had  never  suffered  from  malaria,  had  borne  nine  children. 
Her  last  confinement,  in  September,  1892,  was  attended  with 
special  difficulty,  the  child  having  been  dead  some  time  before 
delivery.  After  this  she  did  not  regain  her  former  good 
health,  and  in  about  three  months  began  to  suffer  from  the 
affection  in  question. 

She  was  admitted  into  St.  George's  Hospital  under  the 
care  of  Dr.  Howship  Dickinson  on  March  20,  1893,  and  then 
presented  well-marked  and  roughly  symmetrical  congestion 
verging  on  gangrene  of  the  tips  of  the  fingers  and  thumbs  of 
both  hands.  The  toes  were  less  severely  affected,  and  the 
ears  but  slightly.  The  woman  was  fat  and  florid,  with  a 
hardish  pulse,  but  no  definite  renal  disease,  although  the 
urine  was  slightly  albuminous  for  a  few  days  after  admission. 
While  under  observation  she  developed  a  copious  eruption  of 
urticaria  on  the  arms  and  legs. 

On  April  15  she  left  the  hospital  at  her  own  desire.  As 
to  her  subsequent  history  we  have  been  unable  to  obtain 
further  information  than  that  she  suffered  continuously  and 
increasingly  from  the  same  kind  of  trouble  in  the  hands,  feet, 
nose,  and  ears.  She  became  entirely  crippled,  and  died  at 
her  home  on  December  16th,  1895. 

It  might  not  be  difficult  to  collect  a  number  of  other  cases 
showing  a  more  or  less  close  connection  between  symmetrical 
gangrene  and  parturition,  but  we  will  only  refer  to  two. 

No.  XV  in  Raynaud's  original  thesis  is  the  case  of  a 
woman  set.  27,  with  some  predisposition  to  cold  fingers, 
in  whom  the  disease  first  claimed  medical  attention  about 
twelve  weeks  after  a  confinement  which  had  been  followed 
by  an  attack  of  choleriform  diarrhoea.  There  was  local 
asphyxia  of  the  feet,  hands,  and  nose,  and  eventually  dry 
gangrene  of  many  of  the  ungual  phalanges.  A  gramme  and 
a  half  of  ergot  having  been  given  at  the  confinement, 
Raynaud  discusses  the  possibility  that  the  gangrene  was 
due  to  the  drug,  but  decides  against  it. 

Dr.  Southey,  in  his  paper  on  Raynaud's  disease  in  the 
sixteenth  volume  of  these  Transaciions,  draws  attention  to 
a  case  which  is  fully  reported  by  Mr.  J.  R.  Begg  in  the 
Lancet  of  1870.  A  woman  aet.  21,  who  had  long  been  liable 
to  coldness  of  the  extremities,  was  attacked  some  six  weeks 
after  her  first  confinement.  The  labour  was  protracted,  and 
it  is  expressly  stated  that  she  was  unable  to  obtain  proper  food 
.  afterwards.     Sixty-five   grains   of  ergot   were  given  during 
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the  labour.  Gangreue  supervened  early,  and  it  became  neces- 
sary to  remove  the  tip  of  the  nose  and  portions  of  both  ears, 
and  to  amputate  both  feet  and  both  hands.  There  was 
complete  recovery  six  months  and  a  half  after  the  confine- 
ment. 

In  cases  like  these  the  suggestion  that  the  gangrene  may 
be  due  to  ergot  naturally  presents  itself.  However,  in  our 
first  case  no  ergot  was  taken  :  in  the  second  the  history'  is 
defective  upon  this  point;  but  in  the  other  two  the  dose  of 
ergot  was  well  within  oi-dinary  limits,  and  there  was  an 
interval  of  several  weeks  before  the  first  threatening  of 
gangrene  appeared.  As  a  matter  of  fact,  gangrene  from  the 
medicinal  use  of  ergot  is  practically  unknown. 

In  reviewing  Raynaud's  own  series,  and  collections  of 
similar  cases  that  have  been  subsequently  published,  one  is 
struck  by  the  frequent  influence  of  conditions  of  debility, 
more  particularly  impoverishment  of  the  blood,  in  predis- 
posing to  the  disease.  Malaria  is  now  well  recognised  in 
this  relation,  but  scarcely  less  important  are  starvation, 
anaemia,  catamenial  troubles,  and  various  other  forms  of 
hardship  and  ill-health.  In  the  case  which  we  have  brought 
forward  in  detail,  the  morbid  tendency  first  showed  itself 
during  pregnancy  under  circumstances  of  privation  and  ill- 
health,  and  the  malady  set  in  Avith  all  severity  within  forty- 
eight  hours  of  the  final  strain  of  parturition. 
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XXVII. — A  case  of  Ileo-cxcal  Intussusception  :  excision 
of  involved  gut:  recovery.  Bj  David  B.  Lees, 
M.D.,  and  A.  Quakry  Silcock,  M.S.  liead  May 
13,  1898. 

THE  patient^  a  boy  set.  4h,  was  sent  to  St.  Mary's  Hospital 
on  December  22,  1896,  on  account  of  pain  in  the  abdomen 
and  sickness,  from  which  he  had  suffered  since  December  20. 
His  mother  said  she  had  given  him  an  aperient,  which  caused 
the  passage  of  a  pink-coloured  motion.  A  firm,  elongated 
tumour  could  be  felt  in  the  left  iliac  region,  the  right  iliac 
fossa  being  apparently  empty,  whilst  the  rest  of  the  abdomen 
was  distended. 

It  was  clearly  a  case  of  intussusception,  and  chloroform 
having  been  administered,  28  ounces  of  water  were  injected 
into  the  rectum  under  low  pressure.  Reduction  was  appa- 
rently effected,  the  tumour  could  no  longer  be  felt,  and  the 
bowels  acted.  He  Avas  so  much  relieved  that  he  was  dis- 
charged from  the  hospital  on  December  30  ;  but  on  -January  1 
he  was  brought  back,  the  symptoms  having  recurred  and  the 
tumour  reappeared.  Reduction  was  again  effected  with  the 
aid  of  injections  of  water. 

On  January  13  he  had  a  bad  attack  of  pain,  and  the 
tumour  was  again  in  evidence ;  it  disappeared  when  the 
bowels  were  opened.  He  was  fairly  well  dui-ing  January, 
though  suffering  a  good  deal  of  abdominal  pain  at  times,  and 
the  presence  of  the  tumour  in  the  left  iliac  fossa  was  fre- 
quently noted.  Large  enemata  were  administered,  and 
seemed  to  be  effective  for  the  time,  but  the  tumour  soon 
reappeared. 

Discharged  on  February  12,  he  was  readmitted  on  Feb- 
ruary 14,  and  the  tumour  is  noted  as  being  in  the  left  iliac 
region,  though  its  position  varied  from  time  to  time.  During 
the  latter  part  of  February  and  in  March  the  pain  became 
much  more  constant ;  it  was  relieved  by  nepenthe.  Castor 
oil  was  frequently  given,  and  rectal  injections  employed  to 
combat  the  constipation.  The  boy  took  his  food  well,  and 
his  temperature  was  generally  normal  or  subnormal,  but 
occasionally  it  would  rise  to  100°  F.  His  condition,  how- 
ever, was   daily  becoming   more    serious;    the  tumour  was 
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never    Avliolly   reducible,    uud    it    was    determined    that    liis 
abdomen  should  be  opened. 

This  was  done  on  March  29  by  an  incision  in  the  left 
semilunar  line,  a  little  below  the  margin  of  the  ribs,  and 
directly  over  the  seat  of  the  tumour,  which  could  be  readily 
felt  now  that  the  abdominal  walls  were  relaxed  under  the  in- 
fluence of  the  anesthetic.  The  tumour,  however,  could  not  be 
delivered  through  this  wound,  ])ut  it  could  readily  be  pushed 
over  to  the  right  iliac  fossa.       Accordingly  a  second  incision 

Fig.  27. 


A.  Asceuding  colon. 

B.  Iiivac;iuated  wall  of  cfpcum  cut  through,  showing  vermiform  appendix 

adhering  to  its  outer  aspect. 
c.  Lumen  of  appendix. 

D.  Opening  of  appendix. 

E.  Ileo-caecal  valve. 

F.  Rod  placed  in  ileum. 

was  made  through  the  parietes,  longitudinal  in  direction,  and 
with  its  centre  midway  between  the  anterior  superior  spine 
and  the  umbilicus.     The  tumour,  which  seemed  to  be  caused 


224  Dr.  Lees'  and  Mr.  Silcock's 

by  an  invagination  of  tlie  ileum  into  the  caecum,  was  readily 
drawn  out  and  examined.  The  intussusception  was  quite 
irreducible,  the  corresponding  portion  of  the  mesentery  being 
greatly  thickened  and  contracted.  The  c^cum  was  opened 
by  a  longitudinal  incision,  the  bowel  above  and  below  being 
encircled  by  fine  india-rubber  tubing  which  was  passed 
through  small  holes  made  in  the  mesentery,  and  every  pre- 
caution being  taken  to  avoid  any  soiling  of  the  peritoneum. 
The  intussusception  was  now  clearly  seen.  It  was  conical  in 
shape,  and  the  appearances  are  Avell  depicted  in  the  sketch 
kindly  made  by  Mr.  Sidney  Smith,  of  St.  Mary's  Hos- 
pital. A  probe  could  be  passed  upwards  for  some  distance 
into  an  aperture  in  its  apex,  Avhiist  the  finger  could  be 
passed  alongside  it  into  the  ileum.  The  possibility  was  con- 
sidered of  excising  the  wall  of  the  caecum  carrying  with  it  the 
vermiform  appendix,  which,  together  with  a  portion  of  the 
ileum  continuous  with  the  former,  constituted  the  intussus- 
ception ;  but  owing  to  the  thickening  and  matting  together  of 
the  walls  of  the  gut  and  the  large  area  of  the  cfecal  wall 
involved,  this  was  judged  to  be  impossible.  The  caecum  was 
therefore  excised  together  Avith  the  thickened  and  inflamed 
portion  of  ileum  above  it,  the  sections  being  through  healthy 
gut.  In  order  to  reduce  the  circumference  of  the  colon  to 
that  of  the  ileum  which  was  to  be  joined  to  it,  about  half  an 
inch  or  rather  more  of  the  cut  edges  of  its  coats  were  inverted. 
The  mucous  coats  of  the  gut  were  united  by  a  continuous  silk 
suture,  whilst  in  the  case  of  the  peritoneal  and  muscular  coats 
Lembert's  suture  was  employed,  occasionally  a  quilt  suture. 
The  mesenteric  vessels  were  secured  with  silk  ligatures. 

The  parts  were  cleansed,  replaced  in  the  abdominal 
cavity,  and  the  parietal  wounds  closed  by  silkworm-gut 
sutures. 

The  operation  occupied  nearly  two  hours,  and  the  patient 
was  naturally  very  collapsed  afterwards.  He  was  put  to  bed, 
given  a  small  dose  of  opium  after  he  had  come  out  of  the 
antesthetic,  and  fed  by  rectal  nutrient  injections. 

It  would  be  tedious  to  relate  the  vicissitudes  of  his  con- 
valescence. Very  ill  during  the  first  few  days  after  the 
operation,  only  kept  alive  by  the  greatest  care  and  solici- 
tude of  Dr.  Horace  Smith,  the  house  surgeon,  he  gradually 
recovered,  and  is  now  in  the  best  of  health.  The  bowels 
acted  with  the  aid  of  a  simple  enema  for  the  first  time  after 
the  operation  on  the  fourth  day.  He  was  given  fluid  nutriment 
by  the  mouth  on  the  third  day  after  the  operation;  this  was 
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increased  in  quantity  very  cai-efully.  On  the  fourteenth  day 
he  was  allowed  a  little  bread  and  butter,  the  next  day  he  was 
advanced  to  fish,  a  small  piece  of  "  kipper^'  for  which  he  had 
a  fancy  being  given  him,  and  I  find  that  Mr.  A.  G.  Wilson, 
the  surgical  clerk,  to  whom  we  are  indebted  for  much  of  this 
account  of  the  case,  notes  "  chicken,  tomatoes^  and  bread  and 
butter  as  having  been  enjoyed"  on  April  16,  seventeen  days 
after  the  operation.  He  was  sent  away  to  a  convalescent 
home  on  May  24. 

Descri'ption  of  ijarts  removed  hxj  the  operation  (by  Dr.  F. 
John  Poynton,  Medical  Registrar,  St.  Mary's  Hospital). — The 
specimen  consists  of — 

1.  A  portion  of  the  ileum. 

2.  The  whole  of  the  cascum  with  the  appendix. 

3.  Some  inches  of  the  ascending  colon. 

4.  Mesentery  and  enlarged  lymphatic  glands. 

In  detail  the  specimen  shows  the  following  points  : — Wall 
of  the  cfecum,  taking  with  it  the  appendix,  has  been  invagi- 
nated  into  the  ascending  colon ;  the  ileo-ca3cal  valve  has  been 
pulled  upon,  dragging  with  it  about  an  inch  of  the  ileum. 
The  wall  of  the  ca3cum  and  the  wall  of  the  adherent  appendix 
have  been  cut  through  to  show  the  lumen  of  the  latter  and 
its  exact  relation  to  the  rest  of  the  intussusception.  The 
appendix  is  seen  to  be  closely  adherent  to  the  caecum ;  thick- 
ened, and  stunted  by  chronic  inflammation.  The  mucous 
membrane  of  the  caecum  at  the  apex  of  the  intussusception 
is  considerably  ulcerated  superficially,  the  deeper  part  of  the 
wall  being  thickened  by  the  chronic  inflammation  that  has 
been  present.  The  invaginated  cfecum  is  welded  to  the 
ascending  colon  by  inflammation,  rendering  the  intussuscep- 
tion quite  irreducible. 

The  mesentery  shows  chronic  inflammatory  change.  The 
lymphatic  glands  though  enlarged  are  not  tubercular.  The 
ascending  colon  is  capacious. 

We  are  unable  to  explain  the  mechanism  by  which  the 
intussusception  was  brought  about.  The  condition  described 
seems  to  belong  to  the  same  category  of  cases  as  those  in 
which  an  inversion  of  the  appendix  vermiformis  into  the  cavity 
of  the  cEecum  has  taken  place,  but  in  our  case  the  wall  of  the 
csecum,  canying  with  it  the  appendix,  seems  to  have  been  the 
starting-point  of  the  mischief.  Probably  the  heavy  some- 
what pendulous  mass  from  time  to  time  became  impacted  in 
VOL.  XXXI.  15 
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the  entry  to  the  colon,  acting-  in  a  ball-valve  like  manner,  sa 
inducing  obstruction,  and  explaining  the  relief  which  injec- 
tions conamonly  afforded.  It  is  clear,  from  an  inspection  of 
the  specimen,  that  complete  reduction  of  the  intussusception 
by  the  injection  of  air  or  water  into  the  rectum  was  an  im- 
possibility. 
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XXVIII. — A  case  of  Chronic  Intussusception  of  the 
Cmcum  ivith  extreme  latency  of  sym/ptoiiis.  By 
W.  S.  CoLMAN,  M.D.,  and  T.  H.  Ivellock,  F.R.C.S. 
Bead  Mai/  13,  1898. 

RICHARD  L.,  vet.  8,  was  admitted  to  the  hospital  for  Sick 
Children,  Great  Ormond  Street,  on  account  of  wasting 
and  pain  in  the  abdomen. 

The  history  given  by  his  aunt  was  that  fifteen  weeks 
before  that  date  he  had  been  suddenly  seized  with  pain  in 
the  lowier  part  of  the  abdomen,  and  vomiting.  From  that 
time  he  had  had  several  attacks  of  pain  daily,  each  lasting 
several  hours,  frequently,  but  not  always,  accompanied  by 
vomiting'.  The  bowels  had  been  opened  once  or  twice  daily, 
the  motions  being  solid  and  never  loose.  His  appetite  had 
been  excellent. 

There  was  nothing  of  importance  in  his  personal  family 
history. 

On  admission  he  was  very  thin,  with  a  harsh  dry  skin. 
His  temperature  was  99'8°.  His  tongue  was  clean.  The 
abdomen  was  full,  somewhat  resistent.  Examined  when  free 
from  pain  a  definite  moveable  swelling  could  be  felt  in  the 
left  flank  between  the  costal  margin  and  the  iliac  crest.  It 
appeared  to  vary  in  size  during  the  examination.  There  was 
a  resonant  note  over  it.  All  the  other  organs  were  normal. 
An  hour  or  two  later  he  had  an  attack  of  pain,  and  the  tumour 
was  found  to  alter  considerably  in  size  and  consistence.  It 
now  almost  reached  the  middle  line,  and  was  much  harder. 
In  this  and  in  almost  all  the  attacks  he  turned  over  on  his 
face  and  knees. 

It  was  thought  possible  at  this  time  that  the  tumour 
might  be  due  to  axial  rotation  of  a  wandering  spleen.  The 
blood  was  examined  before  and  during  the  attacks  with  a 
negative  result. 

The  attacks  continued  almost  daily,  and  the  tumour  could 
usually  be  felt  on  the  left  side  of  the  abdomen,  but  it  varied 
remarkably  in  position  and  size.  The  splenic  dulness  could 
now  be  mapped  out  separate  from  that  due  to  the  tumour, 
and  it  was  suggested  by  Dr.  Poynton  that  the  tumour  was  a 
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chronic  intussusception.  It  was  noticed  that  it  was  assuming 
a  more  elongated  shape  and  that  it  became  firmer  when 
manipulated.  There  Avas,  however,  no  change  in  the  cha- 
racter of  the  motions,  the  bowels  acting  regularly  daily.  The 
temperature  varied  between  normal  in  the  morning  and  99° 
or  99*2°  in  the  evening.  Digital  examination  of  the  rectum 
revealed  nothing.  The  boy  was  getting  up  every  day,  and, 
except  during  the  paroxysms  of  pain,  appeared  quite  well 
until  September  8,  three  weeks  after  admission,  when  the 
pain  returned  more  violently,  and  was  accompanied  by 
severe  vomiting.  Two  parts  of  the  abdominal  tumour  could 
be  made  out:  (1)  a  firm  sausage-shaped  mass  in  the  position 
of  the  transverse  colon,  and  (2)  a  firm,  hard,  round  portion 
in  the  left  lumbar  region.  On  the  next  day  the  conditions 
had  ao"ain  changed  ;  the  sausage-shaped  mass  was  still  present 
but  much  smaller,  while  the  hard  mass  in  the  lumbar  region 
could  no  longer  be  felt.  The  boy's  condition  was  worse,  and 
it  was  decided  to  open  the  abdomen  and  ascertain  the  exact 
condition  of  things. 

Operation  hy  Mr.  Kellock  (September  13,  1897). — The  ab- 
domen was  opened  by  a  median  incision  immediately  above 
the  umbilicus.  There  was  no  free  fluid  in  the  peritoneum 
and  no  peritonitis.  On  introducing  the  fingers  the  tumour 
could  be  felt  lying  in  the  left  hypochondrium,  and  was  easily 
recoo-nised  as  an  intussusception  in  the  transverse  colon  and 
splenic  flexure.  Small  intestine  could  be  felt  entering  it  at 
the  end  near  the  under  surface  of  the  liver.  Reduction  of 
the  tumour,  which  was  very  hard  but  freely  moveable,  was 
effected  by  manipulation  of  the  advancing  part,  and  was 
easily  performed  at  first,  no  adhesions  being  found,  but  more 
difficulty  was  experienced  with  the  last  two  inches  or  so, 
owino-  to  the  oedematous  and  thickened  condition  of  the  bowel 
and  to  the  presence  here  of  some  adhesions.  Whilst  re- 
ducino-  this  the  vermiform  appendix  was  extruded,  free  end 
first,  from  the  sheath.  Reduction  of  quite  the  last  part,  which 
was  the  blind  end  of  the  CEecum,  occurred  rather  suddenly,  and 
■when  it  was  effected  there  was  found  close  to  its  junction 
with  the  vermiform  appendix  an  ulcer  about  the  size  of  a 
threepenny  piece  perforating  the  ^vhole  thickness  of  the  bowel. 
The  edges  of  this  ulcer  were  discoloured  and  sloughing,  and 
the  gut  around  it  very  much  thickened,  so  that  the  opening 
into  the  bowel  appeared  to  lie  at  the  bottom  of  a  cup-shaped 
depression.  The  ca3cum  having  been  drawn  up  into  the 
wound  and  packed  round  with  sponges,  the  ulcer  was  excised 
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by  an  elliptical  incision  made  in  what  appeared  to  be  fairly 
well  nourished  bowel  wall,  the  incisions  being'  made  with  a 
slant  in  the  outward  direction  to  facilitate  the  turning  in  of 
the  edges  of  the  opening.  The  closui-e  of  the  opening  into 
the  bowel  was  attended  by  some  difhcnlty  on  account  of  the 
thick  and  hardened  condition  of  the  bowel  and  the  soft 
nature  of  the  peritoneum.  It  was  eventually  completed  by 
two  rows  of  Lembert's  sutures,  the  gut  returned,  and  the 
abdominal  wound  closed. 

The  evening  temperature  on  the  day  of  operation  was 
102°,  pulse  156.  A  tenth  of  a  grain  of  morphia  was  given  to 
relieve  pain.  Next  day,  although  better,  he  complained  of 
pain.  His  temperature  was  99'8°,  and  his  pulse  120  ;  but  he 
did  not  look  well.  On  the  evening  of  the  loth,  two  days 
after  the  operation,  the  child  was  obviously  worse,  with  much 
pain  in  the  abdomen,  retching,  and  restlessness.  On  palpa- 
tion there  was  much  tenderness  and  resistance  in  the 
neighbourhood  of  the  cascum.  The  wound  was  reopened  at 
its  lower  end,  where  the  edges  were  firmly  glued  together, 
and  on  separating  the  deeper  parts  some  pus  was  found  in  a 
localised  cavity  immediately  beneath.  In  consequence  of  the 
child's  condition  nothing  was  done  except  irrigate  the  cavity 
and  gently  insert  a  drainage-tube.  The  child,  however, 
became  worse,  and  died  during-  the  night.  Leave  for  a  post- 
mortem examination  was  unfortunately  refused. 

Remarks. — The  latency  of  the  symptoms  in  this  case  was 
very  remarkable.  The  patient  had  had  attacks  of  pain  for 
eighteen  weeks  before  the  operation,  and  an  abdominal 
tumour  could  be  felt  for  at  least  a  month  before  the  opera- 
tion, yet  there  was  never  at  any  time  any  interference  with 
the  action  of  the  bowels,  nor  was  there  any  blood,  mucus,  or 
other  abnormality  discoverable  in  the  motions. 

The  variations  in  the  position  and  consistence  of  the 
tumour  from  day  to  day  and  from  hour  to  hour  were  very 
striking.  At  first  it  was  confined  to  the  left  hypochondrium 
and  was  supposed  to  be  an  engorged  spleen,  but  its  great 
mobility  and  alterations  in  size  and  consistence  suggested 
that  it  was  intestinal. 

As  to  the  method  of  operation,  the  incision  was  made  in 
the  middle  line  above  the  umbilicus,  in  order  to  ascertain  the 
exact  nature  of  the  tumour,  and  if  it  should  prove  to  be  an 
intussusception,  to  facilitate  its  reduction  at  the  splenic 
flexure. 

At  the  operation  the  chief  points  noticed  were — (a)  the 
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hardness  of  the  tumour,  due  to  oedema  from  long-continued 
slisfht  constriction  insufficient  to  cause  gangrene  or  hfemor- 
rhage;  (6)  the  ease  of  reduction,  except  at  the  part  round  the 
ulcer,  after  so  long  a  history;  {c)  the  nature  of  the  intussuscep- 
tion, which  was  one  of  the  cEecum  into  itself,  the  inverted  end 
of  this  structure  forming  the  apex,  and  not  the  ileo-c£ecal  valve, 
as  is  usually  the  case  ;  {d)  the  usual  difficulty  found  in  the 
reduction  of  the  last  portion  of  the  intussusception,  although 
that  of  the  first  part  was  so  easy.  Injection  wath  water 
would  probably  have  reduced  the  greater  part,  but  not  the 
last  two  or  three  inches,  and  relapse  would  have  been  certain. 

The  alternative  methods  of  treatment  which  could  have 
been  applied  to  the  ulcer  were — (1)  A  fresh  opening  might 
have  been  made  through  the  abdominal  wail  in  the  right  iliac 
region,  and  the  edges  of  the  opening  into  the  cajcum  sutured 
there,  making  an  artificial  anus.  But  the  sutures  would  pro- 
bably have  cut  through  the  cedematous  bowel,  and  even  if 
they  had  not,  the  size  of  the  opening  into  the  cacum  was  too 
large  to  hope  that  the  artificial  anus  would  have  closed 
without  subsequent  operation, — a  serious  undertaking  in  a 
child  of  the  age  of  this  patient. 

(2)  The  treatment  adopted, — excision  of  the  ulcer,  closing 
of  the  opening  by  sutures,  returning  the  bowel  to  the  abdomen. 

In  any  similar  case  a  combination  of  these  methods  might 
be  adopted,  as  giving  the  best  hope  of  success.  The  ulcer 
could  be  excised,  and  the  opening  sutured.  A  fresh  opening 
could  then  be  made  in  the  right  iliac  region,  and  the  bowel 
stitched  in  position  there,  so  that  if  perforation  should  occur 
later,  a  ftecal  fistula  might  follow,  which  would  have  a  good 
chance  of  closing  without  further  operation. 
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XXIX. — A  case  of  Chronic  InfMssusception  treated  by 
Irrigation  and  an  Icehag :  recover >/.  By  D.  B. 
Lees,  M.D.     Bead  May  13,  1898. 

ALBEE,T  B — ,  xt.  3  years,  was  admitted  into  the  Hospital 
for  Sick  Children  under  my  care  on  June  26,  1897. 
About  six  weeks  before  his  admission  he  began  to  have  pain 
in  the  lower  part  of  his  abdomen.  The  pain  became  con- 
tinuous by  night  and  by  day,  and  was  severe  enough  to 
make  him  scream.  Vomiting  occurred  during  the  sixth 
week,  but  not  previously.  The  bowels  were  opened  regu- 
larly, and  no  blood  had  been  observed  in  the  motions. 
Neither  defalcation  nor  micturition  increased  the  pain.  The 
urine  was  scanty  and  high  coloured.  His  appetite  was  very 
bad,  and  he  had  been  losing  flesh  during  the  six  weeks. 

On  admission  the  child  was  rather  anasmic,  but  was  fairly 
nourished  and  not  rickety.  The  temperature  was  103°  on 
the  evening  of  his  admission,  but  next  morning  it  was  normal. 
Pulse  108.  The  abdomen  was  normal  in  appearance,  and  not 
tender  on  palpation.  The  liver  was  of  normal  size,  and  the 
spleen  not  felt.  A  transverse  swelling  was  detected  in  the 
position  of  the  transverse  colon.  While  it  was  being  handled 
it  became  distinctly  harder  and  firmer,  afterwards  softer 
again,  obviously  from  peristaltic  action.  The  swelling  ap- 
peared to  be  in  no  way  connected  with  liver,  spleen,  or 
kidney.  The  heart  and  lungs  were  normal.  The  urine 
showed  a  faint  cloud  of  albumen,  but  no  reaction  to  the 
guaiacum  test.  The  motions  were  loose,  but  contained 
neither  blood  nor  mucus.  The  child  was  fretful  and  took 
his  food  badly. 

In  spite  of  the  comparative  absence  of  symptoms,  it  was 
concluded  that  the  tumour  could  be  nothing  but  a  chronic 
intussusception.  Six  daj^s  after  his  admission  chloroform 
was  administered;  the  mass  was  then  felt  more  distinctly, 
and  the  peristaltic  hardening  was  more  definite.  Twenty- 
five  ounces  of  water  of  temperature  of  100°  were  passed  into 
the  rectum  under  low  pressure,  and  soon  the  tumour  became 
shifted  towards  the  right.  The  irrigation  was  repeated,  but 
apparently  without  further  effect.  A  good  deal  of  mucus 
came  away,  but  no   blood  was  seen.     A  few  hours  later  I 
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found  that  the  swelling  now  occupied  a  vertical  position  in 
the  line  of  the  ascending  colon.  Evidently  the  reduction 
■was  still  incomplete.  Remembering  that  in  fatal  cases  of 
intussusception  one  often  finds  that  the  real  difficulty  is  with 
regard  to  the  last  half-inch,  which  is  swollen  through  con- 
gestion, I  applied  an  icebag  over  the  c^ecal  region,  taking 
care  to  keep  the  child's  feet  and  legs  warm  with  hot  water 
bottles.  The  icebag  was  kept  in  place  for  eight  days ;  it  was 
well  borne,  but  hot  fomentations  were  occasionally  applied 
over  the  bladder  to  assist  micturition. 

After  the  ice  had  been  applied  for  four  days  I  found  that 
the  tumour  was  less  distinct.  Three  days  later  only  a  small, 
rather  hard,  lump  somewhat  resembling  a  gland  could  be 
detected.  There  had  been  no  pain  except  once  before  a  con- 
stipated motion.  The  appetite  had  greatly  improved,  and 
the  child  gained  two  pounds  in  weight  during  the  week. 
After  eight  days  the  ice  was  removed  and  another  large 
enema  was  administered ;  this  produced  a  copious  motion. 
The  lump  on  the  right  side  could  now  no  longer  be  felt.  He 
was  discharged  July  21 ;  for  several  days  previously  he  had 
been  quite  well  and  running  about  the  ward. 

At  my  request  he  was  brought  to  the  hospital  again  for 
examination  in  December.  He  was  still  quite  well,  and  no 
tumour  could  be  detected. 

Eemarks. — The  characteristic  position  and  shape  of  the 
tumour,  the  peristaltic  hardening  and  the  effect  produced  by 
irrisration,  left  no  doubt  in  the  minds  of  those  who  examined 
the  case  that  it  was  one  of  intussusception.  The  onset  seems 
to  have  been  very  subacute  and  gradual,  as  indicated  by  the 
absence  of  blood  in  the  motions  and  bj^  the  absence  of  vomit- 
ing until  a  week  before  admission.  The  latter  fact  might 
have  led  to  the  suspicion  that  the  condition  had  not  existed 
longer  than  a  week,  but  the  histor}^  of  severe  abdominal  pain 
during  six  weeks  was  clear,  and  the  presence  of  palpable 
peristalsis  indicated  that  the  lesion  was  of  some  duration. 
It  is  well  worthy  of  note  that,  though  probably  of  six  weeks' 
standing,  the  intussuscepted  intestine  had  not  become  fixed 
by  adhesions,  and  that  it  was  still  possible  to  obtain  a  very 
definite  amount  of  reduction  by  irrigation.  But  in  spite  of 
this  it  Avould  probably  have  been  necessary  to  have  recourse 
at  last  to  abdominal  section,  if  it  had  not  been  for  the  assist- 
ance afforded  by  the  icebag,  which  apparently  reduced  the 
congestion  of  the  wall  of  the  intestine  and  allowed  the  final 
enema  to  complete  the  reduction.     There  is  a  diSiculty  in  the 
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adoption  of  this  method  of  treatment  in  an  acute  case  of 
intussusception,  because  of  the  marked  tendency  to  collapse, 
but  here  this  tendency  was  slight,  and  any  chilling-  effect  of 
the  ice  was  easily  prevented  by  warmth  to  the  legs.  The 
plan  seems  worthy  of  further  trial  in  subacute  cases. 
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XXX. — A  case  of  Perforation  of  the  Vermiform  Api^en- 
dix  in  the  course  of  ambidatori/  typhoid  fever:  ope- 
ration :  death :  remarJcs,  By  H.  D.  Rolleston, 
M.D.     Bead  May  13,  1898. 

CHARLES  — ,  aet.  21,  was  admitted  into  St.  George's  Hos- 
pital on  December  11,  1897,  with  a  history  that  for  the 
last  mouth  he  had  been  out  of  sorts  with  a  sore  throat  and 
cough.  There  had  not  been  any  epistaxis.  On  December  15 
he  felt  distinctly  ill  and  complained  of  headache,  on  the 
following  day  he  had  abdominal  pain  of  gradual,  not  sudden, 
onset,  diarrhoea,  and  vomiting.  He,  however,  went  to  work 
on  December  17,  but  feeling  very  ill  came  up  to  the  hospital 
and  was  admitted  by  Mr.  F.  Addison  Phillips,  house  physician. 

On  admission  the  patient  looked  ill,  was  torpid  and 
mentally  dull,  had  a  raised  temperature,  a  very  furred  tongue  ; 
pulse  120,  was  of  low  tension,  but  the  arterial  wall  was 
thickened.  Respirations  34.  The  lungs  were  clear,  the  heart- 
sounds  were  free  from  murmur,  but  the  first  sound  was  some- 
what weak.  There  was  no  abdominal  distension  and  no 
special  tenderness  of  McBurney's  spot.  The  abdomen  was 
slightly  tender  all  over,  and  was  the  seat  of  pain,  which  was 
not  definitely  localised.  About  half  a  dozen  typhoid  spots 
were  seen.  The  urine  contained  albumen.  A  provisional 
diagnosis  of  enteric  fever  was  made. 

When  seen  the  next  day,  December  18,  the  patient's  con- 
dition had  changed,  he  was  restless,  lying  on  his  side  and 
moving  about,  complaining  of  severe  abdominal  pain.  The 
tongue  was  dry,  the  pulse  140,  respirations  32,  and  the 
temperature  had  fallen.  His  abdomen  was  distended,  but 
the  liver  dulness  was  not  encroached  upon.  There  was  more 
or  less  general  tenderness,  but  it  was  diflScult  from  the 
patient's  answers  to  make  out  that  it  was  more  tender  or 
painful  in  one  part  of  the  lower  segment  of  the  abdomen 
than  in  another.  Abdominal  movement  on  respiration  was 
much  diminished.  His  condition  suggested  either  perfora- 
tion of  a  typhoid  ulcer  or  intestinal  haemorrhage,  and  accord- 
ingly a  hypodermic  of  a  quarter  of  a  grain  of  morphia  was 
given.  After  this  he  was  naturally  easier.  Half-drachm 
doses   of    Liquor    Hydrargyri   Perchloridi  were   given  with 
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the  idea  of  (liininisliing-  the  distension.  The  bowels  were 
open  once,  the  motion  beiug"  h'qnid  and  greonisli  }'ollo\v  in 
colour. 

He  passed  a  restless  nig-lit,  and  on  December  19  his  abdo- 
men was  more  distended,  but  the  liver  duhiess  remained,  and 
the  abdominal  walls  were  fairly  soft.  The  pain  and  restless- 
ness returned,  and  his  pulse  (132)  was  weaker,  while  the 
respirations  (60)  were  shallow,  little  or  no  abdominal  move- 
ment being  detected.  Morphia  was  again  resorted  to,  but  as 
the  day  wore  on  his  condition  became  rather  worse,  and  it 
appeared  probable  that  there  was  peritonitis  due  to  perfora- 
tion of  a  typhoid  ulcer,  the  perforation  probably  being  small 
and  having  become  partially  closed  so  as  not  to  admit  air  into 
the  cavity  of  the  peritoneum.  The  presence  of  liver  dul- 
ness  rendered  it  probable  that  there  was  no  free  gas  in 
the  peritoneum.  With  this  diagnosis  in  view,  and  the  fact 
that  his  condition  was  rapidly  getting  worse,  it  appeared  that 
thei'e  might  be  a  chance  if  the  ulcer  Avas  found  and  sewn  up, 
but  that  if  he  were  left  to  purely  medical  treatment  the  pro- 
gnosis was  hopeless. 

Accordingly  Mr.  T.  Pickering  Pick  kindly  saw  him  in 
consultation,  and  agreed  to  perform  laparotomy  with  the 
object  of  finding  and  removing  the  cause  of  the  peritonitis. 

When  the  patient  was  anassthetised  it  was  noticed  that  the 
abdomen  moved  freely.  The  abdomen  was  opened  in  the 
median  line  between  the  symphysis  pubis  and  the  umbilicus, 
and  fibrinous  peritonitis  with  some  turbid  effusion  was  found. 
There  was  no  free  gas  in  the  peritoneal  cavity.  The  intes- 
tines were  intensely  congested,  and  the  coils  of  the  ileum, 
hanging  down  into  the  pelvis,  were  seen  to  be  coated  with 
lymph.  It  is  noteworthy  that  in  spite  of  the  existence  of 
marked  peritonitis,  the  patient  had  not  had  any  difiiculty  in 
emptying  his  bladder. 

Mr.  Pick  ran  the  coils  of  the  small  intestine  throug-h  his 
fingers  and  carefully  examined  them  for  any  perforation. 
None,  however,  was  found,  and  no  evidence  of  ulceration  or 
typhoid  lesion  could  be  made  out  from  the  peritoneal  surface. 
When  the  csecum  was  reached  it  was  found  to  be  tightly 
bound  down  to  the  iliac  fossa.  The  vermiform  appendix 
was  then  examined  and  was  seen  to  be  much  thickened, 
inflamed,  and  perforated  close  to  its  junction  with  the  ca3cum. 
The  appendix  was  removed  and  the  stump  invaginated  into 
the  caecum.  The  peritoneum  was  washed  out  and  a  tube  left 
ill  situ  for  drainage.     The  appendix  was  greatly  thickened 
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from  swelling  of  all  its  coats,  but  especially  of  the  mucosa. 
Near  the  tip  there  was  a  small  iutra-mural  abscess  the  size 
of  a  millet  seed,  which  had  uot  ruptured.  There  was  no 
concretion  inside  the  appendix. 

The  patient^s  blood  Avas  examined  on  December  20,  by 
Dr.  C.  Slater  for  Widal's  test,  and  was  found  to  give  a  well- 
marked  positive  reaction,  thus  supporting  the  diagnosis  of 
perforation  of  a  typhoid  ulcer  on  the  appendix.  The  absence 
of  any  definite  evidence  of  typhoid  lesions  at  the  operation,, 
and  the  condition  of  the  appendix  had  made  one  inclined  to 
doubt  the  previous  diagnosis  of  enteric  fever,  and  to  think 
that  appendicitis  with  some  septic  absorption  might  explain 
the  symptoms. 

The  patient  improved  temporarily  after  the  operation,  but 
gradual]}'  failed  and  died  on  the  evening  of  December  21,  the- 
second  day  after  the  operation.  At  the  post-mortem  there- 
were  well-marked  typhoid  lesions  in  the  intestines  and 
mesenteric  l^miphatic  glands;  there  were  several  ulcers  in  the 
lower  part  of  the  ileum,  but  no  perforation,  and  considerable 
swelling  of  the  mesenteric  glands.  The  peritoneum  "svas 
inflamed,  but  hardly  more  than  at  the  time  of  the  operation. 
The  stump  of  the  appendix  and  the  wound  in  the  ca3cum  did 
not  appear  to  have  leaked. 

The  case  was  therefore  one  of  perforation  of  the  appendix 
during  the  course  of  ambulatory  typhoid  fever  at  about  the 
end  of  the  third  week  or  the  commencement  of  the  fourth 
week  of  the  disease. 

The  fatal  result  is  attribui;ed  to  the  patient's  severe  con- 
stitutional symptoms,  due  probably  to  the  fact  that  he  had 
been  at  work  until  within  five  days  of  his  death.  The  opera- 
tion qua  operation  was  entirely  successful. 

liemarks. — The  case  is  interesting  from  tw'o  points  of 
view  : 

(1)  The  occurrence  of  ulceration  and  perforation  of  the 
appendix  in  the  course  of  enteric  fever,  and 

(2)  The  question  of  operative  interference  for  perforation 
during  the  height  of  the  fever. 

The  appendix  contains  a  large  amount  of  lymphatic  tissue, 
and  has  indeed  been  spoken  of  as  a  tubular  Peyer's  patch. 
It  is  therefore  natural  to  expect  that  the  appendix  would  be 
often  affected  in  typhoid  fever  and  occasionally  perforated. 
In  the  last  eight  years  at  St.  George's  Hospital  there  have 
been,  excluding  the  present  case,  fifty-nine  fatal  cases  of 
enteric  fever  examined  post  mortem,  the  average  age  being 


of  tJie  Vermiform  A'pijendix .  237 

24'2  years;  in  twenty  of  these  the  condition  of  the vei'miform 
appendix  is  not  specially  mentioned  (average  age  twenty-two 
years),  and  it  was  therefore  probably  healthy  ;  in  twenty-six  it 
is  recorded  as  being  normal  (the  average  age  being  2G'5  years) ; 
in  five  it  was  described  as  swollen  (the  average  age  being 
seventeen  years),  and  in  eight  cases  ulcers  were  found  (average 
age  twenty-seven  years), — in  one  of  these  the  appendix  had 
perforated  and  set  up  fatal  peritonitis.  So  that  in  22  per 
cent.,  or  rather  more  than  one  fifth  of  the  cases,  the  appendix 
was  noticed  to  be  affected.  As  far  as  the  scanty  figures  go, 
they  show,  as  might  naturally  be  expected,  that  the  average 
age  (twenty-three  years)  of  the  thirteen  cases  where  the 
appendix  was  affected  is  less  than  in  those  where  the  appendix 
was  found  to  be  healthy  (26"5  years).  Five  of  the  thirteen 
cases  were  females  and  eight  males,  so  that  in  typhoid  appen- 
dicitis, as  in  the  ordinary  forms  of  that  disease,  the  male  sex 
predominates. 

Including  the  present  case,  there  were  two  cases  of  per- 
foration of  the  appendix  in  sixty  fatal  cases  of  enteric  fever. 
In  these  sixty  fatal  cases  there  were  eighteen  fatal  from  per- 
foration (average  age  twenty  years),  so  that  perforation  of  the 
appendix  occurred  in  two  out  of  the  eighteen  cases  of  perfo- 
ration, or  in  11  per  cent.  It  is  interesting  to  see  how  this 
compares  with  statistics  of  other  authors.  In  167  cases  of 
perforation  in  typhoid  fever  collected  by  Fitz  there  were  five 
in  which  the  appendix  was  perforated,  or  3  per  cent. 
Finney,*  from  various  statistics,  estimates  that  perforation 
of  the  appendix  occurs  in  5  per  cent,  of  the  cases  of  enteric 
perforation.  In  another  series  of  133  cases  of  perforation 
collected  by  Nackef  the  appendix  was  involved  in  fifteen,  or 
11  per  cent.,  thus  agreeing  with  the  figures  from  St.  George's. 
Osier  J  speaks  of  it  as  frequent.  In  580  cases  of  typhoid 
fever  observed  at  the  Johns  Hopkins  Hospital  there  were 
forty-eight  deaths ;  sixteen  of  these  were  from  perforation, 
and  in  four  or  five  the  perforation  was  in  the  appendix. 
This  might  well  suggest  that  enteric  appendicitis,  like  other 
forms  of  that  disease,  is  much  more  frequent  now  than  in 
past  times. 

With  regard  to  the  frequency  of  typhoid  perforation  of 
the    appendix   to    other   forms    of  perforating  appendicitis, 

*  Finney,  Johns  Hoplcins  HofspifaJ  BnUetin,  May,  1S97. 

t  Xacke,  quoted  by  Monod  and  Vauvevts,  Ser.  de  Chirttrg.,  March,  lSy7. 

X  Osier,  Johns  Hopkins  Hospital  Bulletin,  May,  1897. 


238  Dr.  RoUeston's  Case  of  Perforation 

statistics  differ  somewhat.  Moi-in*  found  twelve  cases  of 
perforation  in  typhoid  fever  in  sixty-four  collected  cases  of 
appendicitis  with  perforation,  and  Fitzt  three  in  257,  The 
latter  would,  both  from  the  larger  number  of  cases  and  from 
ordinary  experience,  appear  to  be  the  more  probable  propor- 
tion. 

AMth  regard  to  the  operative  treatment  of  perforation  in 
typhoid  fever,  the  mortality  is  appalling.  Monod  and  Yan- 
verts,!  in  a  recent  critical  discussion  of  the  subject,  admit 
twenty-seven  cases  of  laparotomy  for  undoubted  enteric  per- 
foration with  five  recoveries,  or  a  mortality  of  81 '5  per  cent. 
In  two  of  the  cases  the  peritonitis  was  localised,  and  recovery 
occurred;  excluding  these  two  cases,  in  which  the  conditions 
are  more  favourable,  the  mortality  is  88  per  cent. 

Dr.  Finney  §  has  collected  fifty-two  cases  with  seventeen 
recoveries,  but  excluding  doubtful  cases  there  were  forty- 
seven  with  thirteen  recoveries,  or  a  mortality  of  72'3  per 
cent.  In  a  footnote  he  refers  to  a  remarkable  case  published 
after  his  paper  was  written  by  Armstrong,'!  of  Montreal. 
The  patient  recovered  after  operation  for  perforation  in 
typhoid  fever ;  but  twenty-four  days  later  a  second,  and. 
again  four  days  later  a  third  perforation  occurred,  and  it  is 
not  surprising  that  the  case  ended  fatally. 

The  period  of  the  disease  at  which  perforation  occurs  pro- 
bably exei'ts  a  considerable  influence  on  the  mortality  of  the 
cases  operated  on.  According  to  Fiunej^^s  statistics,"!  most 
cases  occur  during  the  third  week  or  during  the  height  of  the 
fever,  and  therefore  at  the  worst  time  for  the  patient.  The 
prognosis  is  therefore  better  when  it  occurs  late  in  the 
disease  and  during  convalescence,  or  in  the  rare  cases  where 
it  occurs  early,  as  in  Finney's  successful  case  of  suture  for 
perforation  on  the  eighth  day  of  enteric  fever. 

But  even  though  the  chance  of  recovery  after  an  operation 
undertaken  during  the  acute  period  of  the  disease  is  i-emote, 
it  is,  it  would  appear,  one  that  must  not  be  neglected.  Per- 
foration is  extremely  fatal,  probably  more  fatal  even  than  is 
generally  thought.  There  is  some  reason  to  doubt  whether 
in  cases  of  I'ecovery  after  the  symptoms  of  perforation,  that 
event  has   actually  taken   place.     Thus  in  Herringham  and 

*  florin.  These  de  Paris,  1869,  quoted  by  jMonod  aud  Vanverts. 

+  Fitz,  Trans.  Association  of  American  F//ifsicia>is,  vol.  vi,  p.  200. 

X  Monod  and  Vauverts,  Sei-.  de  Chini.rr/.,  March,  1897. 

§  Finney,  Johns  Hopkins  Hospital  Bulletin,  May,  1897. 

II  Armstrong,  Montreal  Medical  Journal,  vol.  xxv,  Xo.  8,  1897. 

^  Finuey,  Johns  Hopkins  Hospital  Bulletin,  May,  1897. 
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Bowlby's  case,*  where  the  symptoms  more  closely  simulated 
perforation  than  in  an  established  case  of  perforation  operated 
upon  successfully  and  described  at  the  same  meeting  of  the 
Royal  Medical  and  Chirurgical  Society  by  Dr.  Laudei-  Brunton 
and  Mr.  Bowlby,  nothing  was  found  on  opening  the  abdomen 
except  numerous  scybala  in  the  colon.  Fitzf  has  argued 
against  recovery  after  apparent  perforation,  and  regards 
the  symptoms  as  evidence  of  peritonitis,  due  to  causes 
other  than  perforation.  Among  such  causes  may  be  men- 
tioned appendicitis,  or  rupture  of  a  swollen  mesenteric 
gland. J 

These  observations,  however,  show  the  great  difficulty  in 
diagnosing  with  any  certainty  perforation  during  the  course 
of  typhoid  fever.  This  difficulty  renders  some  delay  advisable, 
since  the  symptoms  may  clear  up  ;  but  putting  off  the  lapai-o- 
tomy  in  cases  where  genuine  perforation  has  occurred  un- 
doubtedly militates  against  its  success. 

Still,  if  perforation  be  thought  probable,  and  after  due 
consideration  and  palliative  treatment  the  patient's  condition 
shows  no  improvement,  operation  offers  a  chance,  and  is 
therefore  justifiable. § 

It  may  be  noted  that  Deaver  H  has  recently  published 
two  cases  of  perforation  of  the  appendix  occurring  early 
in  the  course  of  typhoid  fever,  which  recovered  after  opera- 
tion. 

This  appears  to  be  the  fifth  published  case  operated  upon 
for  perforation  in  typhoid  fever  in  England,  Brunton's  and 
Bowlby's^  being  followed  by  recovery,  while  those  recorded 

*  HeiTingliam  and  Bowlby,  Med.-Chir.  Trans.,  vol.  Ixxx,  p.  127. 

■f"  Fitz,  Trans.  Assoc.  American  Physicians,  vol.  vi,  p.  200. 

J  Compare  Goodall,  Brif.  Med.  Journ.,  1897,  vol.  i,  p.  266. 

§  While  believing  that  recovery  from  perloratiou  is  highly  improbable,  and  is 
certainly  less  likely  to  occur  than  it  is  after  laparotomy  for  that  condition,  it  is 
only  right  to  mention  a  very  interesting  case  (one  of  the  sixty  fatal  cases 
observed  at  St.  George's)  which  tends  to  show  that  this  event  is  possible.  A 
girl  ffit.  14,  under  Dr.  Cavafy's  care  with  enteric  fever,  had  on  November  25, 
1893,  which  was  about  the  twenty-third  day  of  the  disease,  a  fall  of  temperature 
to  96°,  and  collapse  with  abdominal  distension.  From  this  she  rallied,  and  lived 
for  twenty  days.  On  December  15,  after  vomiting,  she  became  collapsed  with 
great  pain  in  the  abdomen,  which  became  rapidly  distended,  and  died  in  the 
course  of  an  hour.  At  the  autopsy  there  were  two  perfoi-ations,  one  minute 
and  surrounded  by  much  lymph ;  the  other,  which  was  larger,  was  closed, 
partly  at  least  by  adherent  great  omentum,  and  appeared  to  have  taken  place 
some  days  before  death. 

II   Deaver,  American  Journ.  3Ied.  Sciences,  Feb.,  1898,  p.  189, 

%  Brunton  and  Bowlby,  Med.-Chir.  Trans.,  vol.  Ixxx,  p.  120. 
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by  Cayley  and  Bland  Sutton,"^  by  Allingham^tand  by  Parkin  J 
were,  like  the  present  case,  unsuccessful. 

*  Cayley  aud  Eland  Sutton,  Trans.  Clin.  Soc,  vol.  xxvii,  p.  137. 

t  Allinghani,  Lancet,  1894,  vol.  i,  p.  675. 

J  Parkin,  Brit.  Jled.  Journ.,  1S95,  vol.  i,  p.  192. 
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XXXI. — J.  cane  of  Acute  Dilatation  of  tJie  Stomach. 
By  C.  R.  Box,  M.D.,  and  Cuthbert  S.  Wallace. 
Eead  Mail  27,  189S. 

THE  patient,  a  youth  fet.  16,  previously  in  good  health,  was 
adtuitted  to  St.  Thomas's  Hospital  on  September  23 
with  the  following  history  : — Thirty  hours  before  admission 
he  was  working  at  a  bench  which  came  up  to  his  nipple. 
Wanting  a  bottle  which  stood  some  distance  away,  he  made 
a  spring  to  reach  it,  and  in  so  doing  struck  his  epigastrium 
against  the  edge  of  the  bench.  The  blow  was  but  slight,  and 
the  patient  continued  work.  In  an  hour,  however,  he  felt  ill, 
and  vomited.  He  ceased  work  and  returned  home,  but  con- 
tinued to  be  sick  up  to  the  time  of  admission.  The  vomit 
was  said  to  resemble  coffee-grounds.  Six  hours  after  the 
accident,  although  the  patient's  bowels  had  been  opened  in 
the  morning,  his  mother  gave  him  a  dose  of  salts,  followed 
next  morning  by  some  castor  oil.  A  small  action  of  the 
bowels  resulted. 

As  his  condition  did  not  improve  he  was  brought  to  the 
hospital  and  admitted  at  10.15  p.m. 

The  abdomen  was  distended,  more  so  in  the  lower  than  in 
the  upper  part.  The  belly  wall  was  rigid,  and  moved  but 
little  on  respiration.  Percussion  dulness  was  limited  to  the 
right  side,  reaching  from  the  pubes  upwards  a  third  of  the 
distance  to  the  umbilicus,  and  to  the  right  as  far  as  the 
middle  of  Poupart's  ligament.  The  only  tender  spot  corre- 
sponded fairly  accurately  to  McBurney's  point.  The  liver 
dulness  was  normal.  Features  pinched,  eyes  sunken,  and 
pulse  running.  The  whole  appearance  suggested  general 
peritonitis. 

At  11  P.M.  the  abdomen  was  opened,  the  first  incision 
being  made  immediately  below  the  umbilicus.  A  large  cystic 
tumour  at  once  came  into  view.  The  incision  was  then 
enlarged  upwards  to  the  xiphisternum.  The  tumour  entirely 
filled  the  abdomen,  reaching  from  the  liver  above  to  the 
brim  of  the  true  pelvis  below.  It  was  so  tense  that  its  wall 
could  not  be  grasped  by  the  fingers.  A  hand  introduced  into 
the  pelvis  brought  to  view  the  omentum  and  transverse 
colon.  The  tumour  was  evidently  the  stomach,  enormously  dis- 
tended. It  was  resonant  above  and  dull  below ;  its  dulness 
corresponded  closely  to  the  dulness  of  the  abdomen  above  the 
VOL.  XXXI.  16 
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pubes,  as  uoticed  before  the  operation.  The  stomacli  was 
incised,  and  four  and  a  half  pints  of  coffee-ground  fluid 
evacuated  ;  at  the  same  time  the  patient  vomited  several 
ounces  of  the  same  material^  so  that  there  must  have  been 
five  j)ints  of  fluid  in  the  organ.  The  wound  in  the  stomach 
was  sutured  and  the  viscus  replaced.  The  intestines  could 
now  be  seen  lying  empty  and  collapsed  in  the  pelvis.  The 
abdomen  was  carefully  examined,  but  no  cause  could  be 
found  for  the  state  of  the  stomach.  The  gastric  peritoneum 
was  slightly  torn  in  several  places,  owing  to  the  extreme  dis- 
tension. 

The  operation  relieved  the  vomiting,  but  the  patient  did 
not  rally,  and  died  four  and  a  half  hours  after  the  closing  of 
the  abdominal  wound. 

Post-mortem. — The  body  was  well  nourished.  On  opening 
the  abdomen  the  empty  stomach  was  found  to  extend  as  low 
as  the  navel ;  it  had  thus  contracted  considerably  since  the 
operation.  The  viscus  was  of  a  pale  purplish  colour,  and  for 
the  space  of  nearly  two  square  inches  the  anterior  surface 
near  the  fundus  was  much  thinned,  and  ultimately  gave  way 
during  removal.  The  whole  intestinal  tube  below  the 
stomach  was  collapsed.  There  was  no  mechanical  obstruc- 
tion at  the  pylorus,  and  the  peritoneal  reflection  from  the 
gall-bladder  to  the  duodenum  was  normal.  The  peritoneum 
was  not  inflamed,  but  contained  a  little  fluid  similar  to  that 
evacuated  from  the  stomach.  The  small  incision  in  the 
stomach  has  been  accurately  closed.  The  vermiform  appendix 
contained  three  small  faecal  concretions,  but  was  not  inflamed. 

The  mucous  membrane  of  the  stomach  w^as  injected,  swollen 
and  velvety  in  appearance.  From  the  anterior  wall,  just 
below  the  oesophagus,  the  mucous  membrane  had  for  about 
two  square  inches  entirely  disappeared,  leaving  only  a  dis- 
coloured peritoneal  coat.  An  incomplete  ring  of  emphyse- 
matous blebs  existed  on  the  surrounding  mucous  membrane 
where  the  latter  shelved  down  to  the  peritoneum.  The 
deficiency  seemed  to  be  due  to  softening  and  liquefaction  of 
the  mucosa,  and  was  probably  a  post-mortem  phenomenon. 
Along  the  lesser  curvature,  and  in  the  neighbourhood  of  the 
pylorus,  the  mucous  membrane  was  not  so  swollen  as  else- 
Avhere,  and  the  orifices  of  the  gastric  glands  were  visible  as 
minute  depressions  in  the  midst  of  small  projections,  causing 
this  part  of  the  stomach  to  appear  as  if  strewn  with  small 
sago  grains.  The  oesophagus  and  the  pylorus  were  quite 
healthy.     All  the  other  viscera  were  normal. 
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Abstracts  of  the  Fatal  Cases  collected  from  Literature. 

Miller  and  HumLy,  Trans.  Path.  Soc.  Loud.,  1853,  vol.  iv. 
— ]\Irs.  M.,  set.  48,  who  usually  enjoyed  good  health,  was 
seized  on  the  night  of  March  6,  1853,  with  sudden  vomiting. 
Her  condition  indicated  marked  collapse ;  her  pulse  was 
feeble  and  only  40  per  minute.  She  vomited  large  quantities 
of  fluid,  filling  five  basins  in  the  course  of  the  night.  She 
vomited  steadily  for  the  three  days  following  ;  her  abdomen 
was  retracted,  the  tongue  dry,  and  the  feeces  lumpy.  On 
March  10  her  condition  grew  much  Avorse ;  the  vomiting 
ceased,  the  abdomen  was  distended  and  yielded  fluctuation 
on  palpation.  Then  followed  a  few  days  of  delirium;  the 
"weakness  increased,  and  on  March  17  she  died.  The  post- 
mortem examination  revealed  an  enormously  distended 
stomach,  filling  the  whole  abdomen.  All  the  other  viscera 
were  healthy.  An  illustration  of  the  distended  stomach  is 
printed  in  the  Transactions. 

Note. — The  patient's  daughter  had  noticed  some  increase 
in  the  size  of  the  abdomen  for  some  time  before  the  sudden 
onset. 

Hughes  Bennett,  quoted  by  Fagge,  Gicy's  Sosjpital  Re- 
ports, vol.  xviii,  1873. — A  young  man,  ast.  26,  was  suddenly 
seized  with  severe  pain  in  the  upper  part  of  the  abdomen. 
The  pulse  was  fast,  108,  and  small;  the  abdomen  tender.  On 
the  third  day  slight  diarrhoea  occurred,  and  the  left  flank  was 
found  to  be  distended  and  tympanitic.  On  the  seventh  day 
violent  vomiting  set  in,  and  after  a  remission  of  symptoms 
the  sickness  and  pain  recurred  on  the  ninth  day.  On  the 
eleventh  day  the  patient  died.  The  only  pathological  condi- 
tion found  at  the  autopsy  was  an  enormously  dilated  stomach 
■with  emphysema  of  its  coats.  This  patient  also  had  em- 
pyema. 

Hilton  Fagge,  Guy's  Hospital  Reports,  as  above. — A 
young  man,  aet.  18,  was  suddenly  seized  with  severe  ab- 
dominal pain  and  vomiting,  which  lasted  two  days.  A 
remission  of  symptoms  occurred  on  the  seventh  day,  but  on 
the  thirteenth  day  the  symptoms  recurred.  The  abdominal 
pain  was  severe,  and  extraordinarily  profuse  vomiting  set  in, 
the  ejecta  having  an  offensive  odour ;  the  bowels  acted  nine 
times.  The  vomiting  ceased  after  lasting  twenty-four  hours, 
but  the  general  condition  was  alarming.     The  stomach  was 
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mucli  distended,  and  a  succussion  splash  present.  On  the 
sixteenth  day  seven  pints  of  greenish  fluid  were  removed  by 
the  stomach-pump,  whereupon  the  stomach  returned  to  its 
normal  position  and  seat.  Death  occurred  from  exhaustion 
about  two  hours  later. 

Post-mortem. — The  stomach  was  of  normal  size,  and  con- 
tained about  half  a  pint  of  greenish  fluid.  The  pylorus  was 
not  obstructed.  A  retro-peritoneal  abscess  communicated 
with  the  duodenum.     Thex-e  was  no  trace  of  peritonitis. 

Rees,  quoted  by  Fagge,  Guy's  Hospital  Reioorts,  as  above. — 
The  patient,  a  male  set.  30,  was  under  treatment  in  Guy's 
Hospital  for  supposed  phthisis.  He  was  taking  cod-liver  oil. 
Very  suddenly,  on  December  15th,  1870,  he  began  to  vomit; 
palpation  of  the  abdomen  elicited  a  loud  splash.  Urine 
was  secreted  in  very  small  quantities,  being  removed  by 
catheter.  On  the  third  day  he  had  two  stools  after  an  enema. 
The  vomiting  continued  unabated,  the  vomited  matter  being 
a  greenish  fluid.  The  temperature  became  subnormal,  the 
pulse  very  rapid,  and  on  the  evening  of  the  third  day  the 
patient  died  of  exhaustion.  Intestinal  obstruction  was  feared. 
At  the  post-mortem  the  stomach  was  found  to  fill  the 
whole  abdomen,  the  intestines  being  crowded  into  the  pelvis. 
The  pylorus  was  not  obstructed.  No  disease  was  found  in 
the  body  to  which  the  death  could  be  attributed,  except  the 
dilated  stomach.  During  its  removal  from  the  body  the 
stomach  was  wounded.  Thin  greenish  fluid  escaped,  and  the 
viscus  returned  to  its  normal  size.  An  illustration  of  the 
distended  organ  appears  in  the  Beports. 

Henry  Morris,  Trans.  Path.  Soc.  Lond.,  1883,  vol.  xxxiv. 
— A  valet,  «t.  37,  a  tuberculous  subject,  was  operated  on 
November  11,  1882,  for  a  suppurating  ankle-joint.  An 
hour  after  operation  he  began  to  vomit  fluid  in  large 
quantities  without  pain  or  effort.  The  vomit  was  a  thin, 
greenish  fluid,  unmixed  with  food,  neither  frothy  nor  offensive, 
and  came  up  in  large  gulps,  being  ejected  with  considerable 
force.  The  vomiting  continued  without  cessation  for  forty 
hours,  at  least  ten  pints  having  been  ejected.  During  this 
period  the  patient  was  collapsed,  his  temperature  subnormal, 
his  face  pinched,  the  pulse  ver}^  rapid.  Notwithstanding 
nutrient  enemata  containing  brandy  he  died  of  exhaustion. 
The  post-mortem  examination  revealed  a  distended  stomach, 
which  occupied  almost  the  whole  front  of  the  abdomen,  and 
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reached  to  witliiu  three  inches  of  the  pubes.  It  contained 
28  o'A.  of  thick  g-nuiious  fluid.  There  was  no  obstruction  of 
the  bowels.     No  peritonitis. 

From  Goodhart's  list  of  cases  of  dilated  stomach,  Trans. 
Path.  8oc.  Lond.,  vol.  xxxiv.  1883. — A  man,  get.  29,  underwent 
excision  of  knee  under  chloroform.  He  vomited  obstinately 
every  few  minutes  after  operation,  and  died  in  about  seventy- 
four  hours,  exhausted.  The  stomach  extended  as  low  as 
the  umbilicus;  its  walls  were  thinned,  and  its  mucous  mem- 
brane had  to  a  certain  extent  undergone  solution.  It  con- 
tained a  large  quantity  of  thin,  gum-brown  fluid,  and  some  of 
this  appeared  to  have  been  aspirated  into  the  air-passages. 

Dyson,  Lancet,  1887. — A  pregnant  woman,  get.  41,  took  a 
glass  of  cold  milk  immediately  after  some  exhausting  work. 
Soon  afterwards  she  began  to  vomit  large  quantities  of  bile- 
stained  fluid.  In  thirty-six  hours  she  miscarried  with  a  seven 
months  old  foetus.  The  vomiting  continued.  All  the  physical 
signs  of  dilated  stomach  as  described  by  Fagge  were  present. 
On  the  fourth  day  she  died  of  exhaustion,  vomiting  having 
continued  to  the  end.  No  post-mortem  examination  was 
made. 

Treatment. — Bismuth  ;  morphia  ;  blister  to  epigastrium. 
Condition  too  bad  for  lavage. 

Schultz,  JaJirhuch  d.  Hainhurgher  Staatskr.  Anst.,  1890, 
vol.  ii,  p.  145. — A  farmer's  daughter,  a3t.  24,  who  had  pre- 
viously been  strong  and  healthy,  was  taken  in  August,  1889, 
with  a  vague  fever,  which  resisted  treatment  and  reduced  her 
to  a  condition  of  extreme  emaciation. 

On  November  28  she  was  admitted  to  the  hospital.  Her 
temperature  was  normal,  her  pulse  84,  but  marasmus  was 
extreme.  With  careful  nursing  and  feeding  she  improved 
steadily.  After  two  weeks  she  took  food  with  relish,  had  no 
pains,  no  nausea. 

On  December  17  she  complained  of  intense  abdominal 
pain  and  began  to  vomit.  All  the  next  day  she  vomited  a 
bile-stained  fluid  and  had  intense  abdominal  pain.  The 
abdomen  began  to  be  distended  on  the  19th ;  the  pei'istaltic 
movements  of  the  dilated  stomach  were  visible  through  the 
abdominal  wall.  On  that  day  she  had  a  normal  stool.  Her 
vomiting  was  incessant  during  the  night  of  the  19th,  but 
ceased  on  the  20th,  when  distension  became  extreme,  and  the 
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patient  died  of  exliaustiou.  The  necropsy  showed  an  enor- 
mously distended  stomach  with  thin  walls.  There  was  no 
stenosis  of  the  pj'lorus.     The  duodenum  also  was  dilated. 

Hood,  Lancet,  1891,  vol.  ii,  p.  1389. — A  servant  girl,  Eet.  19, 
was  admitted  to  the  West  London  Hospital,  December  24, 
1890,  suffering  from  an  alveolar  abscess  in  connection  with 
the  right  lower  jaw.  Thi'ee  days  later  pus  was  discharged 
into  the  mouth,  and  she  was  apparently  convalescent. 

On  December  28  she  developed  pneumonia  at  the  base  of 
the  right  lung;  on  the  29tli  she  began  to  vomit  a  thin, 
greenish  fluid  ;  later  in  the  day  the  fluid  became  inky,  and  at 
7.45  P.M.  she  died. 

The  necropsy  disclosed  a  very  dilated  stomach,  which  con- 
tained two  quarts  of  fluid.  The  duodenum  and  upper  part  of 
the  ileum  were  also  distended.  Both  lungs  were  engorged, 
and  the  pericardium  was  the  seat  of  a  purulent  inflammation. 
The  stomach  walls  were  so  thin  that  at  places  they  looked 
liked  wanting  paper. 

In  this  case  death  occurred  within  twelve  hours  of  the 
initial  vomit. 

Albu,  Dent,  uiecl.  Woch. — The  patient,  a3t.  26,  a  stone- 
mason, was  taken  ill  with  a  severe  attack  of  scarlet  fever  on 
Ma}^  10,  1895.  Convalescence  was  established  after  the  first 
week. 

On  May  31  the  patient,  without  having  indulged  in  any 
indiscretion  of  diet,  complained  of  severe  epigastric  pain  and 
began  to  vomit  violently  and  profusely.  For  the  first  twenty 
hours  vomiting  was  incessant;  at  first  food  was  ejected,  but 
later  only  a  thin  greenish  fluid.  The  pulse  was  small  and 
the  patient  apathetic.  On  the  next  day  the  abdomen  was 
found  to  be  generally  distended,  but  particularly  so  in  its 
upper  part  and  in  the  left  flank.  The  flanks  were  dull,  and 
dulness  also  extended  from  above  down  to  three  fingers 
breadth  below  the  navel.  Fluctuation  was  obtained  in  the 
left  hypochondrium,  also  a  succussion  splash.  For  two  days 
the  bowels  Avere  confined.  The  pulse  w^as  imperceptible  and 
the  extremities  were  cold.  On  the  afternoon  of  the  second 
day  the  vomiting  ceased.  Lavage  of  the  stomach  Avas  prac- 
tised, but  without  benefit.  The  apathy  increased,  and  towards 
evening  the  patient  became  delirious,  dying  during  the 
night. 

The  autopsy  disclosed  the  usual  condition,  an  enormously 
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•distended  stomach,  without  pyloric  obstruction  or  ulceration. 
The  mucosa  was  swollen  and  discoloured.  The  kidneys  showed 
signs  of  iutiammation,  and  myocarditis  was  present. 

Wright,  Practitioner,  1897. — A  man  tet.  22  was  apparently 
suffering  from  intestinal  obstruction  with  urgent  symptoms. 
The  abdomen  was  opened  and  the  stomach  found  enormously 
distended,  whilst  the  intestines  were  empty  and  collapsed. 
The  stomach  was  punctured  and  subsequently  washed  out 
with  an  oesophageal  tube.  It  contained  three  pints  or  more 
of  fluid.  The  man  died  a  few  days  later  of  peritonitis,  and 
post  mortem  nothing  wrong  was  found  but  dilatation  of  the 
stomach  and  duodenum. 

Wright,  Practitioner,  December,  1897  (supplemented  by 
further  information  kindly  given). — A  youth  of  20,  who 
had  previously  had  no  illness^  complained  of  sickness  on 
May  22.  The  next  day  he  was  worse ;  the  vomiting  Avas 
incessant,  the  bowels  obstinately  constipated.  The  rectum 
was  cleared  by  an  enema.  On  the  24th  swelling  of  the 
stomach  was  noticed,  accompanied  by  splashing.  Severe 
cramps  were  present  in  all  the  muscles  of  the  body.  Acute 
dilatation  of  the  stomach  was  diagnosed,  and  lavage  and  rectal 
feeding  resorted  to.  This  treatment  relieved  the  patient,  and 
the  bowels  were  again  opened  by  enema.  The  symptoms 
returned  after  a  week,  and  the  patient  died  from  exhaustion 
on  June  4. 

Kelynack,  3Ied.  Chron.,  Manchester,  1892. — A  machinist, 
aet.  19,  an  anaemic  wasted  girl  with  a  tuberculous  history, 
came  under  observation  on  March  19,  1891,  complaining  of 
pain  in  the  right  hip  of  five  Aveeks'  duration.  For  this  she 
underwent  treatment. 

On  April  14  it  was  recorded  that  she  had  vomited  several 
times.  The  vomit  was  green  and  mixed  with  food.  The 
stomach  was  found  to  be  considerably  dilated. 

The  stomach  was  washed  out  on  April  15  and  16,  but  the 
vomiting  persisted ;  it  was  not,  however,  faecal.  On  April  16, 
four  days  after  the  onset  of  acute  symptoms,  the  patient  died. 

Post-mortem  the  stomach  was  much  dilated  and  occupied 
the  greater  part  of  the  abdomen,  pushing  up  the  diaphragm  ; 
its  long  axis  was  vertical,  and  extended  to  the  level  of  the 
pelvic  brim.  The  first  part  of  the  duodenum  was  also  much 
dilated.     The  jejunum  and  intestines  below  the  point  where 
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crossed  by  tlie  superior  mesenteric  vessels  Avere  collapsed. 
The  stomacli  contained  partly-digested  semi-fluid  matter. 
The  Avail  was  somewhat  thinned  and  not  congested.  The 
cardiac  end  was  soft  from  post-mortem  digestion.  There  was 
no  obstruction  of  pylorus  or  of  duodenum.  Advanced  tuber- 
culous liip-joint  disease. 

•Jessop,  Lancet,  vol.  i,  1888. — A  lady  get.  26  was  recovering 
satisfactorily  from  an  excision  of  hip,  performed  a  month 
before  for  old  disease  of  traumatic  origin  and  probably  not 
tuberculous.  The  wound  had  nearly  closed  and  she  was 
doing  well  when,  in  the  absence  of  the  nurse,  she  obtained 
and  ate  an  apple.  Severe  vomiting  followed.  An  aperient 
was  given  and  milk  diet  enforced.  For  two  days  the  vomiting 
was  intermittent  and  there  was  severe  thirst.  On  the  third 
day  the  outline  of  the  stomach  could  be  clearly  seen  much 
distended  in  the  tumid  abdomen  before  vomiting,  but  the 
viscus  was  collapsed  afterwards.  There  was  no  tumour  to 
be  felt  and  no  tendeimess,  but  the  patient  rapidly  sank.  On 
the  fourth  day  as  a  last  resource  the  abdominal  cavity  was 
explored,  when  the  stomach,  duodenum,  and  the  first  six  inches 
of  the  jejunum  were  found  enormously  distended,  the  rest  of' 
the  bowels  being  collapsed  and  small.  The  patient  died  a 
few  hours  afterwai'ds.  At  the  necropsy  nothing  was  detected 
but  extreme  dilatation  as  described  above,  passing  abruptly 
to  a  condition  of  extreme  contraction  at  a  point  six  inches 
below  the  duodenum. 

Frazer  and  Mahomed,  Guy's  Hospital  Gazette,  March  l4, 
1896. — A  young  man  get.  20  attended  the  volunteer  camp  at 
Bournemouth  in  the  summer.  On  the  first  day  he  was  taken 
ill  and  admitted  to  the  hospital.  He  was  found  to  be  suffering 
from  pleurisy  and  pneumonia.  At  the  end  of  a  week  or  so  he 
appeared  to  be  convalescent.  Xine  days  after  admission, 
however,  he  began  to  vomit  some  greenish  fluid.  Next  day 
he  continued  to  vomit  large  quantities  of  the  same  fluid.  He 
became  pi'ostrateand  died  on  the  eleventh  day.  Post  mortem 
there  was  a  layer  of  l_ymph  round  one  pleui-a,  and  the  lung 
under  this  was  tough  and  discoloured.  The  stomach  was 
greatly  dilated  and  in  a  nearly  vertical  position.  It  extended 
from  the  epigastrium  to  the  right  iliac  region.  It  was  filled 
with  quarts  of  green  watery  fluid;  similar  fluid  was  found  in 
the  intestine,  but  in  the  large  bowel  the  contents  were  less 
fluid  and  more  sticky.     The  duodenum,  ascending  colon,  and 
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pancreas  were  lightly  bound  togetlier  l)y  transparent  lymph. 
The  duodenal  mucosa  was  injected  and  blackened.  The  other 
organs  wei-e  healthy. 

H.  H.  Brown,  Lancet,  April  10,  1890  (a  case  of  severe 
chorea,  terminating  fatally  from  acute  paralytic  distension 
of  the  stomach). — A  girl  set.  16  came  under  observation  with 
severe  chorea  and  mitral  endocarditis,  following  acute  rheu- 
matism. The  choreic  movements  were  severe  and  extensive; 
the  pulse  ran  up  to  160,  and  the  temperature  varied  from 
101  to  103°  F.  The  patient  lapsed  into  a  typhoid  condition, 
and  redness  and  oedema  was  noticed  on  the  dorsum  of  the 
right  hand  and  left  index  finger.  She  was  treated  with 
bromide,  hyoscyamus,  cannabis  indica,  and  salicylate.  Nine 
days  after  admission  she  began  to  improve.  The  next  day 
the  bowels  acted  four  or  five  times  and  the  abdomen  was 
slightly  distended.  On  the  eleventh  day  after  admission  the 
chorea  was  almost  gone,  but  there  was  persistent  vomiting  of 
a  greenish  fluid  and  the  diarrhoea  continued.  The  next  day 
she  vomited  less,  but  the  abdomen  was  still  distended.  On 
the  thirteenth  day  after  admission  she  became  profoundly 
collapsed,  with  abdominal  pain  and  great  distension.  The 
collapse  was  attributed  to  the  perforation  of  a  typhoid  ulcer. 
Death  took  place  twelve  hours  later  without  loss  of  conscious- 
ness. A  partial  autopsy  showed  a  cystic  tumour,  which 
turned  out  to  be  the  stomach,  enormously  distended,  and 
filling  up  the  whole  abdomen.  The  viscus  contained  two 
basinfuls  of  greenish-brown  fluid  mixed  with  altered  blood 
(acid  hsematin).  The  collapsed  intestine  lay  in  the  pelvis 
and  right  iliac  fossa.  The  wall  of  the  stomach  was  thinned, 
and  the  viscus  collapsed  to  a  great  extent  when  emptied. 

Walter  Edmunds  (unpublished  case). — A  case  of  acute 
dilatation  of  the  stomach,  following  gunshot  wound  of  spine. 
A  soldier  set.  35  was  shot  through  the  spine  in  the  lower  dorsal 
region.  There  was  at  once  complete  paraplegia.  On  the 
thirty-fourth  day  after  the  injury  abdominal  distension  super- 
vened, and  rapidly  increased.  The  patient  died  collapsed 
about  nine  hours  fi-om  the  onset  of  the  distension.  Post- 
mortem the  stomach  was  found  greatly  distended  with  gas 
and  fluid.  There  was  no  obstruction  of  pylorus.  The  bullet 
had  traversed  the  spinal  column  and  lodged  in  the  muscles 
of  the  back.     A  piece  of  vertebra  had  been  carried  into  the 
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spinal  cord  and  was  there  embedded.     It  may  be  added  that 
there  had  been  a  great  deal  of  pain  referred  to  the  legs. 

Goodhart's  list  of  cases  of  dilated  stomach  without  pyloric 
obstruction,  from  which  the  case  above  mentioned  under  his 
name  is  taken,  also  comprises  one  case  of  suppurative  perito- 
nitis, one  of  ovariotomy,  one  of  entero-colitis  with  thrombosis 
of  superior  mesenteric  ai'tery,  one  case  of  growth  in  the  neck 
with  damage  to  the  vagus  and  cervical  sympathetic,  one  case 
in  which  death  occurred  eleven  days  after  amputation  for 
suppurating  hip-joint,  and  in  which  the  lumbar  glands  were 
caseous,  one  case  of  renal  disease,  one  of  extravasation  of 
urine,  and  one  of  paralytic  over-distension  of  stomach. 

Abstracts  of  Non-fatal  Cases. 

Erdmann,  Archiv  von  Path.  Anat.,  1868,  vol.  xliii. — A 
young  man  aet.  18  fell  to  the  ground  backw^ards,  and  in  so 
doing  bent  his  back  backwards.  Shortly  after  the  accident 
he  noticed  swelling  in  the  region  of  the  stomach. 

When  seen  five  days  later  his  stomach  formed  a  very 
noticeable  prominence  in  the  epigastrium.  It  was  tender  on 
palpation,  tympanitic,  and  felt  like  an  air-cushion.  There 
was  pain  on  ingestion  of  food.  All  symptoms  subsided  in 
seven  days. 

Boas,  Deut.  vied.  IVoch.,  February  22,  1894. — A  patient, 
set.  20,  with  previously  good  digestive  functions,  was  seized, 
after  an  error  in  diet,  with  eructations  and  loss  of  appetite, 
but  no  nausea  or  vomiting. 

Three  days  later  a  passing  diarrhoea  occurred,  then  vomit- 
ing every  other  day,  especially  in  the  evening.  Thirst  and 
marked  constipation  followed. 

Four  Aveeks  later  the  lower  margin  of  the  stomach  lay  at 
four  fingers  breadth  below  the  umbilicus.  The  dilatation 
seemed  to  increase  the  next  day.  A  considerable  amount  of 
HoS  was  present,  as  is  frequently  the  case  in  dilatations  not 
due  to  malignant  disease.  Free  HCl  was  present  in  slight 
excess.  Sarcinse,  bacteria,  &c.,  were  found.  By  regular 
lavage  the  condition  improved,  the  vomiting  and  eructation 
ceasing  and  the  appetite  improving ;  but  yet,  in  spite  of 
careful  feeding,  the  stomach  in  the  fasting  state  was  not 
empty.  Boas  considers  that  the  exciting  cause  was  an  error 
of  diet,  inducing  dyspepsia,  and  that  in  the  absence  of  vomit- 
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ing  solid  and  gaseous  products  were  formed  wliicli  acted  in- 
juriously on  the  stomach,  wall.  An  emetic  would  have  probabl}- 
prevented  the  gastric  dilatation. 

Armstrong  Todd,  Brit.  Med.  Journ.,  March  10,  1894.— A 
woman,  a3t.  56,  was  seized  suddenly  with  violent  pain  in  the 
abdomen  and  slight  sickness.  The  next  day  the  stomach 
was  found  to  be  extremely  dihited  and  the  patient  much  col- 
lapsed. Immediate  relief  followed  evacuation  by  the  stomach 
tube. 

Broadbent,  Practitioner,  Januar}',  1898. — Acute  dilatation 
of  the  stomach,  accompanied  by  severe  tetany.  Attributed 
to  the  ingestion  of  an  ice.  On  the  following  day  collapse. 
Relief  was  given  by  vomiting,  but  obscui-e  gastric  symptoms 
persisted,  and  the  stomach  apparently  did  not  return  to  its 
normal  size. 

Bettman,  Gaillard's  lied.  Journ.,  New  York  (from  The 
Cincinnati  Lancet  Clinic),  Augvist,  1897. — A  well-developed 
girl,  £et.  17,  came  under  treatment  on  October  23  for  un- 
doubted typhoid  fever.  The  only  serious  complications  were 
vomiting,  Avhich  was  obstinate,  and  occurred  once  or  more 
daily,  and  retention  of  urine.  Considerable  abdominal  tender- 
ness was  present.  In  fifteen  days  convalescence  was  fairly 
established. 

On  October  13  vomiting  recurred.  The  next  day  the 
patient  was  delirious;  complained  of  severe  abdominal  pain, 
and  vomited  eight  times.  The  abdomen  was  enlarged  and 
tender. 

On  the  15tli  she  became  pulseless  and  collapsed.  Large 
quantities  of  thin  greenish  fluid  were  vomited,  in  all  nearly 
three  pints  during  the  day.  The  bowels  moved  spontaneously, 
and  about  24  oz.  of  urine  were  withdrawn  by  catheter  during 
the  tAventy-four  hours.  The  liver  dulness  was  not  obliterated. 
The  next  day  the  bowels  acted  three  times,  and  the  condition 
remained  critical. 

On  the  18th  the  stomach  was  washed  out,  with  immediate 
improvement ;  the  abdominal  distension  was  lessened. 
Lavage,  once  or  twice  daily,  was  continued  for  three  days, 
and  rectal  feeding  for  five  days.  Although  the  patient  still 
vomited  at  times,  convalescence  was  slowly  established. 

The  foregoing  cases  prove  conclusively  that  primary"  acute 
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dilatation  of   the  stomacli   does  occasionally,  thougli  rarely, 
occur. 

The  actual  exciting  agent  is  obscure.  The  condition  has 
appeared  to  follow  or  be  associated  with  trauma,  surgical 
operations,  possibly  the  administration  of  chloroform,  lung 
disease,  empyema,  retro-peritoneal  suppuration,  and,  espe- 
cially, acute  infective  fevers  and  other  febrile  conditions  of 
obscure  origin. 

The  majority  of  cases  occur  in  the  second  and  third 
decades  of  life ;  thus  of  fatal  cases  between  the  ages  of  ten 
and  twenty  we  find  seven  instances,  and  between  twenty  and 
thirty  there  are  seven  more.  This  contrasts  with  the  age  at 
which  considerable  gastric  dilatation  of  chronic  nature 
usually  occurs.  Of  two  cases  quoted  above,  which  occurred 
betweeu  the  ages  of  fifty  and  sixty,  in  one  there  was  no  post- 
mortem examination,  and  in  the  other  there  was  a  possibility 
that  the  stomach  was  previously  enlarged. 

With  regard  to  sex,  of  the  eighteen  fatal  cases  which  we 
have  collected,  eleven  occurred  in  males  and  seven  in  females. 

The  onset  has  been  in  all  cases  sudden,  accompanied  by 
vomiting,  aud  in  several  instances  by  acute  abdominal  pain. 
The  vomiting  is,  in  most  cases,  profuse  and  persistent ;  the 
ejected  matter  consisting  at  first  of  stomach  contents  and 
finally  of  more  or  less  dark  bile-stained  fluid,  Avhich  is,  in 
some  instances,  very  offensive.  The  patient  rapidly  passes 
into  a  condition  of  collapse. 

In  three  cases  at  least,  something  like  a  remission  of 
symptoms  has  occurred;  the  vomiting  has  ceased  and  the 
general  condition  has  improved.  Kelapse  has,  however, 
followed  in  a  few  days. 

In  the  later  stages  of  the  disease,  the  patient's  aspect,  the 
continuous  vomiting,  the  extreme  collapse,  and  the  rigid 
belly,  have  several  (three)  times  given  rise  to  a  suspicion  of 
intestinal  obstruction  and  more  than  once  to  a  diagnosis  of 
general  peritonitis.  The  large  quantity  of  fluid  vomited  is  a 
striking  feature,  and  this  fluid  is,  no  doubt,  secreted  into  the 
stomach.  As  would  be  expected  under  the  circumstances, 
thirst  is  great,  and  the  urine  has  been  found  scant}^  in  all 
cases  where  attention  has  been  directed  to  this  point. 

The  condition  of  the  bowels  appears  to  be  variable.  It 
would  appear  that  constipation  is  the  general  rule,  but  that 
diarrhoea  may  accompany  the  onset  or  exacerbation  of  the 
symptoms. 

As  the  disease  approaches  a  fatal  termination,  the  sufferer 
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becomes  collapsed,  somnolent  or  even  quietly  delirious.  The 
vomiting  may  cease,  and  then,  apparently,  the  abdotuinal  dis- 
tension becomes  extreme. 

The  duration  of  life  in  fatal  cases  has  varied  between  nine 
hours  and  sixteen  days.  The  avei'age  in  the  cases  collected 
was  about  five  and  a  half  days. 

Physical  examination  of  the  abdomen  reveals  in  most  of 
these  cases  an  extremely  dilated  stomach.  Tlie  stomach,  as 
originally  pointed  out  by  Fagge,  is  not  necessai-ily  displaced 
downwards,  as  is  usual  in  cases  of  chronic  dilatation,  but  still 
fills  up  the  left  hypochondrium.  The  right  hypochondrium 
may  or  may  not  be  occupied.  When  the  abdomen  is  almost 
completely  filled  by  the  stomach  the  condition  is  not  easily 
recognised,  and  the  presence  of  dulness  above  Poupart's 
ligament,  or  in  one  or  other  flank,  may,  as  in  our  case,  give 
rise  to  a  suspicion  of  peritonitis.  A  most  important  sign 
is  the  succussion  splash,  and  the  presence  of  this  may  pre- 
sumably clear  up  obscure  cases.  It  appears  that  the  gastric 
dilatation  may  not,  at  the  onset  of  the  symptoms,  assume 
the  extreme  degree  seen  in  the  later  stages  of  the  disease, 
and  even  a  day  or  two  may  elapse  befoi-e  the  dilatation  is 
recognised.  Possibly  a  better  acquaintance  with  the  disease 
may  lead  to  an  earlier  recognition  of  the  dilatation. 

The  pathology  of  the  affection  is  very  obscure. 

It  is  probable  that  pyloric  obstruction,  spasmodic  or  other- 
wise, has  no  part  in  producing  the  condition ;  for  in  no  in- 
stance has  a  mechanical  obstruction  been  demonstrated,  and 
in  four  of  the  recorded  cases  the  duodenum  was  dilated  as 
well  as  the  stomach. 

Moi'ris,  in  recording  his  case,  suggests  that  the  dilatation 
and  the  vomiting  may  be  secondary  to  the  secretion  of  enor- 
mous quantities  of  gastric  fluid.  He  considers  that  the  secre- 
tion may  be  due  to  error  of  nerve  influence  or  to  alteration 
in  the  circulation  in  the  organ,  and  instances  the  paralytic 
secretion  in  a  loop  of  intestine  isolated  from  its  nerve  supply. 

The  most  probable  explanation  appears  to  be  that  which 
attributes  the  dilatation  to  paralysis  of  the  stomach  wall,  and 
sometimes  of  the  upper  part  of  the  small  intestine  as  well. 
The  fact  that  acute  gastric  dilatation  has  followed  gunshot 
injury  of  the  spinal  cord,  and  the  supervention  of  acute  in- 
testinal dilatation  after  operations  on  the  same  part  (vide 
Turney,  Lancet,  February  17,  1894),  also  support  this  view. 

It  is  quite  possible  that  the  causes  of  the  paralysis  may 
diiier  in  different  cases.     Thus,  in  some,  as  apparently  in  our 
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case,  it  may  be  purel}^  traumatic,  whilst  in  others,  as  Albu 
asserts,  it  may  be  due  to  the  action  of  toxines.  In  eight  cases 
at  least  a  possible  cause  of  toxaemia  was  present. 

It  appears  futile  at  present  to  attempt  to  discuss  which  are 
the  particular  nerves  involved,  and  whether  the  paralysis  is 
centi-al,  or  peripheral,  or  both. 

It  is  significant  that  in  the  later  stages  of  the  disease 
vomiting  may  be  absent,  but  it  must  also  be  borne  in  mind 
that  vomiting  may  occur  quite  apart  from  contractile  effort 
of  the  stomach. 

In  one  instance  only  (Schultz)  has  visible  peristalsis  of  the 
stomach  been  noted.  Microscopical  examination  of  the 
stomach  wall  in  our  case  showed  extensive  disintegration 
and  shedding  of  the  epithelium,  but  no  other  marked 
changes. 

With  regard  to  treatment,  in  all  cases  in  which  operation 
was  resorted  to  the  result  has  been  fatal.  Judging  from  cases 
which  are  said  to  have  recovered  (and  of  these  we  have 
collected  five,  although  in  some  the  diagnosis  may  be  con- 
sidered doubtful),  the  rational  treatment  appears  to  be  lavage 
of  the  stomach,  rectal  feeding,  and  possibly  the  injection  of 
strychnine. 
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XXXII. — Seven  cases  of  Cirrhosis  of  the  Liver  occurring 
in  children  and  young  adults.  By  H.  R.  Smith, 
M.D.     Bead  May  27,  1898. 

1"^HIS  subject  of  cirrhosis  of  the  liver  in  children  is  a  very 
obscure  one,  and  since  the  disease  is  not  very  common  I 
thought  it  might  be  of  interest  to  the  Society  if  I  briefly 
described  seven  instances  of  this  condition  that  have  come 
under  my  notice  during  the  last  four  years,  more  especially 
as  one  or  two  of  them  exhibited  conditions  which  have  not 
attracted  much  attention  hitherto. 

Case  1. — A  lad  vet.  15,  a  worker  in  a  screw  factor}^,  was 
admitted  on  January  16,  1894,  to  University  College  Hospital, 
under  Dr.  Bradford,  to  whom  I  am  itidebted  for  permission  to 
bring  this  case  and  three  of  the  subsequent  ones  before  the 
Society  to-night. 

He  complained  of  swelling  and  pain  in  the  abdomen  and 
some  oedema  of  the  legs. 

The  history  of  his  illness  was,  briefly,  that  he  had  suffered 
from  shortness  of  breath  on  exertion  and  occasional  indefinite 
pains  in  the  abdomen  for  two  months. 

On  January  11,  1894,  he  complained  of  somewhat  severe 
pain  iu  left  side,  but  went  to  work  as  usual  on  January  12. 
In  the  evening  he  had  a  shivering  fit,  and  was  too  ill  to  go  to 
work  on  January  13.  On  the  14th  the  legs  began  to  swell, 
and  he  came  to  hospital  on  16th. 

Past  history. — Always  healthy.  Measles  when  a  child  ; 
no  other  acute  specific.  Usually  has  been  scantily  clothed, 
and  food  often  insufficient.     No  alcoholic  history  obtained. 

Father  has  gout  and  heart  disease  ;  mother  died  in  child- 
bed ;  brothers  and  sisters  healthy.  No  history  of  syphilis  in 
parents  obtained. 

On  admission,  January  16,  the  boy  had  a  temperature  of 
102'4°.  The  abdomen  was  distended  with  fluid  ;  many 
dilated  veins  seen  on  surface  of  abdomen.  CEdema  of  legs 
and  scrotum.     Liver  and  spleen  not  felt.     Chest  healthy. 

The  temperature  rose  to  103"6^  in  the  evening. 

January  18. — Patient  is  iu  a  drowsy  condition.  Abdomen 
increasing  in  size.     Temp.  101'8°. 

January  19. — In  the  morning  patient  had  a  short  shiver- 
ing fit,  and  the  temperature  rose  to   105'2°,  and   remained 


Dr.  S  mi  til's  Caf<os  of  Cirrliosis  of  {'he  Liver.  259 

above  105°  all  da}'.  Tho  abdomen  rapidly  increased  in  size, 
and  paracentesis  was  performed  at  midday,  and  3000  c.c.  of 
clear,  straw-coloiirod  fluid  withdrawn. 

January  20. — Had  continuous  liquid,  slimy  diai*rlioca  all 
day.  Temp.  104°  in  the  morning-,  rising  to  105°  in  the  even- 
ing. Paracentesis  performed  in  the  evening-,  and  several 
pints  (quantity  not  recorded)  of  turbid  fluid  withdrawn,  de- 
positing pus  on  standing. 

January  21.— Temp.  104°.  Patient  died  at  10.30  a.m. 
(twenty  days  after  the  appearance  of  the  first  symptoms). 

Post-mortem. —  A  large  quantity  of  turbid  fhiid  and  flakes 
of  lymph  in  peritoneal  cavity.  The  liver  was  pale,  marked!}- 
irregular  on  the  surface,  and  much  contracted  (weight  not 
recorded),  and  on  section  presented  the  usual  appearance  of 
alcoholic  cirrhosis.  The  microscopical  sections  showed  typical 
multilobular  cirrhosis. 

The  spleen  weighed  12i  oz.,  and  was  tough  and  dry  on 
section.  The  other  organs  were  normal.  There  was  no 
nlceration  or  any  sign  of  disease  of  the  intestines.  No  sign 
of  syphilitic  disease  in  any  of  the  organs. 

Case  2. — A.  S.,  a  girl  set.  12,  admitted  to  University 
College  Hospital  under  Dr.  Bi-adford  on  September  5,  1805. 

The  history  was  very  vague.  There  had  been  wasting  for 
two  months,  and  during  this  time  irregular  diarrhoea,  but  she 
kept  about  as  usual. 

On  September  2  the  abdomen  began  to  swell  for  the  first 
time,  and  on  the  following  day  there  Avas  complaint  of  severe 
pain  around  the  umbilicus,  Avhich  continued  and  was  accom- 
panied by  vomiting  after  food  until  her  admission  on  the  5th. 

There  is  a  history  of  measles,  but  no  scarlet  fever.  No 
illnesses  recorded.     No  alcoholic  history  was  obtained. 

Family  historij. — Father  healthy.  Mother  has  had  three 
miscarriages  and  five  full-term  children,  of  whom  three  have 
died  ;  cause  of  death  not  stated, 

0)1  admission. — Child  is  thin,  with  some  dilated  venules 
on  face.  Conjunctiva)  are  normal  in  colour.  There  are  nebulae 
on  both  corneas,  and  the  pupils  are  unequal  and  eccentric.  The 
bridge  of  the  nose  is  somewhat  thickened.  There  are  no  scars 
about  the  mouth,  and  the  teeth  are  normal.  The  abdomen  is 
considerably  distended,  and  the  veins  over  abdomen  and  lower 
chest  are  much  dilated.  There  are  signs  of  fluid  in  the 
abdomen,  which  is  very  tender  on  pressure. 

The  temperature  on  admission  was  99-4°,  and  during  the 
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five  days  that  she  lived  it  varied  between  07*8°  and  101"2°, 
on  one  occasion  falling  as  low  as  9G'8°. 

The  symptoms  were  much  the  same  during  the  first  four 
days,  the  child  complaining  occasionally  of  abdominal  pain, 
and  vomiting  from  time  to  time  after  her  food.  The  bowels 
were  freely  opened  by  enemata. 

On  September  10  the  child  became  quite  suddenly  much 
worse.  Diarrhoea  and  severe  vomiting  set  in  ;  the  pain  in 
the  abdomen  was  intense,  and  the  child  died  collapsed  the 
same  evening  (eight  days  after  the  appearance  of  the  first 
symptoms). 

Post-mortem. — On  opening  the  abdomen  several  pints  of 
clear  fluid  escaped,  and  when  this  had  drained  away  some 
3  oz.  of  pus  and  3'ellow  flaky  lymph  was  left,  situated  for 
the  most  part  between  the  liver  and  the  diaphragm. 

The  liver  was  considerably  smaller  than  normal  (weight 
not  recorded)  ;  the  surface  was  nodular  and  very  irregular. 
On  section  the  usual  appearance  of  atrophic  cirrhosis  Avas 
seen.  Microscopically  the  structure  is  a  typical  multilobular 
cirrhosis;  the  liver  cells  are  somewhat  fatty.  There  is  no 
increase  of  the  bile  canaliculi. 

The  spleen  was  enlarged  (size  and  weight  not  recorded), 
very  tough,  and  granular  on  section.  All  the  other  organs  of 
the  body  were  normal.  There  was  no  sign  of  syphilitic 
disease  of  any  organ. 

Case  3. — E.  G.,  set.  21  i,  a  dressmaker.  This  patient 
was  admitted  to  University  College  Hospital,  under  Dr. 
Bradford,  on  .January  30,  1896. 

The  present  illness  began  on  January  1,  1896,  with  a  pain- 
less swelling  of  the  abdomen,  shortly  afterwards  she  had  a 
severe  cough,  and  pleurisy  developed  on  January  9. 

Past  history. — In  the  beginning  of  1895  the  patient  had 
an  attack  of  rheumatic  fever  lasting  three  weeks,  and  later  in 
the  year  two  more  slight  rheumatic  attacks.  She  had 
measles  when  seven.  Never  had  scarlet  fever.  No  history 
of  alcohol  in  any  form.  For  the  last  year  has  suffered  from 
great  shortness  of  breath  on  exertion.  Menstrual  functions 
are  regular,  but  flow  is  scanty. 

Family  history. — Father  died  of  consumption  at  thirty- 
six.  The  mother  is  healthy.  There  are  three  brothers  and 
one  sister,  all  healthy.     Always  lived  comfortably. 

State  on  admission. — Patient  is  a  dark,  sallow,  thin,  deli- 
cate-looking girl,  with  a  slight  yellow  tinge  to  the  conjunc- 
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tiva3.  There  is  some  slight  oedema  of  the  legs.  There  is  no 
clubbing  of  the  fingers.  There  are  no  abnormal  signs  in  the 
chest. 

The  abdomen  is  uniformly  distended;  the  superficial  veins 
over  the  flanks  are  dilated  ;  there  are  signs  of  fluid  in  the 
peritoneal  cavity.     The  liver  and  spleen  are  not  felt. 

On  February  2  the  splein  was  felt  for  first  time  and  con- 
tinued to  increase  in  size  until  the  patient's  death. 

On  February  5  signs  of  dry  pleurisy  developed  over  the 
bases  of  both  lungs.  The  abdomen  is  increasing  in  size. 
The  condition  remained  nmch  the  same,  the  patient  getting 
steadily  thinner  until  March  20,  when  it  was  found  necessary 
to  perform  paracentesis,  and  8|  pints  of  clear  straw-coloured 
fluid  was  removed.  This  was  repeated  on  April  6,  24,  and 
30,  about  the  same  quantity  of  clear  fluid  being  removed 
each  time.  By  May  14  the  patient  had  become  greatly 
emaciated  and  was  in  a  very  weak  state.  The  abdominal 
distension  was  so  great  that  it  was  found  necessary  to  tap 
her,  and  twelve  pints  of  somewhat  turbid  fluid  was  Avithdrawn. 
The  patient  died  from  exhaustion  on  May  16,  four  and  a  half 
months  after  the  first  appearance  of  ascites. 

The  temperature  all  through  the  illness  Avas  markedly 
irregular,  the  morning  temperature  being  usually  99°,  and 
the  evening  101°,  and  occasionally  rising  to  102°. 

Post-viortem. — There  was  some  clear  fluid  in  right  pleura, 
and  some  collapse  of  the  lower  lobe  of  right  lung.  With 
this  exception  the  organs  in  the  chest  were  healthy.  There 
was  no  sign  of  tubercle  anywhere. 

On  opening  abdomen  four  pints  of  clear  fluid  flowed 
away,  and  left  a  considerable  quantity  of  lymph  and  pus  iu 
the  pelvis. 

The  liver  was  very  small,  weighing  only  3o  oz. ;  it  was 
brown-yellow  in  colour  and  markedly  nodular  on  the  surface. 
The  capsule  was  thickened,  and  the  whole  organ  remarkably 
hard  and  tough. 

Microscopicalhj  there  is  great  connective-tissue  overgrowth, 
which  is  multilobular  in  distribution.  The  liver  cells  are 
granular  and  much  distorted  by  compression.  No  new  bile 
canaliculi  are  seen.  The  spleen  weighed  23  oz.,  the  capsule 
is  thickened,  and  the  organ  is  dai'k  in  colour  and  hard  in 
consistence.     The  other  abdominal  organs  are  all  healthy. 

Case  4. — S.  S.,  a  boy  JBt.  9,  was  admitted  to  the 
Norfolk  and  Norwich  Hospital  on  January  20,  1897,  under 
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the  ciue  of  Dr.  Burton,  who  has  most  kindly  allowed  me  to 
report  the  case  to-night,  complaining  of  diarrhoea  and  vomit- 
ing, loss  of  fleshy  and  enlargement  of  the  abdomen. 

History  of  i)resent  illness. — Three  years  before  admission 
patient  had  measles,  and  has  never  been  in  good  health  since. 
During  the  last  year  he  has  been  subject  to  attacks  of  diar- 
rhoea alternating  with  constipation,  but  for  the  month  pre- 
ceding admission  the  diarrhoea  has  been  continuous.  The 
stools,  amounting  to  four  and  five  a  day,  are  watery  and 
occasionally  streaked  with  blood.  Vomiting  has  occurred 
after  almost  every  meal  for  the  last  six  weeks,  and  during 
this  time  there  has  been  considerable  loss  of  flesh.  The 
abdomen  has  been  enlarging  for  one  month. 

Previous  history. — The  patient  has  never  been  a  strong 
boy,  but  had  no  definite  illness  before  the  measles  when  six 
years  old.  Has  always  lived  in  the  country.  Xo  suspicion 
of  alcohol  or  of  congenital  syphilis. 

The  family  history  is  good. 

Condition  on  admission. — The  patient  is  much  wasted,  the 
complexion  is  sallow.  There  is  no  jaundice.  The  heart  and 
lungs  present  nothing  abnormal.  The  abdomen  is  uniformly 
distended  but  resonant  all  over.  The  superficial  veins  of 
abdomen  greatly  dilated.  The  liver  and  spleen  are  not  felt. 
The  stools  are  liquid^  offensive,  and  streaked  with  blood. 
The  urine  is  normal. 

January  31. — The  temperature,  which  up  to  this  time  had 
been  normal,  suddenly  rose  to  103'2'^,  and  from  this  time 
until  the  laparotomy  on  February  18  it  was  markedly 
irregular,  the  morning  and  evening  temperature  varying 
between  99°  and  101°,  and  occasionally  reaching  102°,  103°, 
or  104°.  After  the  operation  the  temperature  remained  sub- 
normal. Nothing  was  found  during  life  or  post  mortem  to 
account  for  this  pyrexia. 

On  February  15,  for  the  first  time,  signs  of  fluid  in  the 
abdomen  were  obtained,  and  tubercular  peritonitis  being 
diagnosed,  it  was  decided  to  perform  laparotomy,  which  was 
carried  out  on  February  18,  and  94  oz.  of  clear  fluid  were 
removed.  The  child  never  seemed  to  recover  from  tlie 
operation,  and  died  on  February  21. 

Post-mortem.  —  Organs  in  chest  healthy.  Peritoneum 
healthy.  The  liver  is  greatly  shrunken,  and  appears  about 
two  thii-ds  the  normal  size  for  a  child  of  nine  (weight  not 
recordt^d).     The  surface  is  markedly  nodular,  the  capsule  is 
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thickeuedj  and  the  organ  very  tough  and  extremely  fibrous 
on  section. 

Microscopically  great  increase  of  connective  tissue  is  seen, 
which  has  for  the  most  part  a  multilobular  arrangement,  but 
in  places  strands  of  connective  tissue  tend  to  run  in  between 
the  individual  lobules.  There  is  a  considerable  increase  of 
new  bile  canaliculi  in  the  fibrous  tissue.  The  spleen  is  about 
twice  the  normal  size  (weight  not  recorded),  is  tough,  and 
shows  excess  of  fibrous  tissue  on  section.  In  the  lower  half 
of  the  small  intestine  numerous  submucous  haemorrhages  are 
seen,  and  in  places  superficial  ulceration  of  the  mucous  mem- 
brane has  taken  place  over  these  areas. 

Case  5.— A  young  woman,  M.  J.,  set.  23,  a  housemaid, 
was  admitted  to  University  College  Hospital  on  July  18, 
1896,  with  the  following  history : — When  patient  was  eleven 
years  old  she  was  nine  weeks  in  a  fever  hospital  with  scarlet 
fever.  Before  this  illness  she  had  been  well  and  strong,  but 
since  the  fever  she  had  always  been  ailing,  and  two  years 
after  the  attack,  when  she  was  thirteen,  she  was  noticed  to 
be  weak,  very  easily  tired,  and  was  much  troubled  with 
severe  itching  of  the  skin,  which  was  also  noticed  to  be  dark 
in  colour.  Bleeding  from  the  nose  was  also  frequently  com- 
plained of  at  this  time. 

The  familij  hidory  presents  no  points  of  interest.  No 
history  of  syphilis  in  the  parents,  and  no  alcoholic  history 
whatever  obtained.  The  patient  has  always  been  well  clothed 
and  fed. 

In  August,  1889,  when  the  patient  was  seventeen,  she 
was  admitted  into  University  College  Hospital  under  Dr. 
Ringer.  She  is  described  at  that  time  as  being  jaundiced, 
with  considerable  muscular  wasting  and  slight  clubbing  of 
the  fingers.  The  spleen  reached  nearly  to  the  umbilicus,  and 
the  liver  extended  a  hand's  breadth  below  the  rib  cartilages, 
the  upper  limit  of  liver  dulness  being  at  the  fifth  interspace. 
There  was  no  ascites. 

In  1890  the  patient  was  again  admitted  under  Dr.  Bastian, 
and  the  same  signs  were  noticed  as  before.     No  ascites. 

In  March,  1896,  she  came  into  hospital  again  complaining 
of  weakness  and  intense  jaundice,  which  had  deepened  con- 
siderably during  the  previous  month.  There  had  recently 
been  some  severe  nose  bleedings.  It  was  now  ascertained 
that  the  patient  did  not  begin  to  menstruate  until  she  was 
twenty-one,  and  only  very  irregularly  since  then. 
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Present  state. — Patient  is  an  undersized,  clumsy-looking 
woman  of  twenty-three.  Skin  uniformly  tinted-  a  brown- 
yellow  colour,  and  conjunctiva3  are  deeply  jaundiced.  Fingers 
are  clubbed.  The  abdomen  is  uniformly  enlarged,  no  sign  of 
fluid  in  abdomen,  and  no  dilated  veins  on  surface.  The  liver 
is  felt  two  inches  below  ribs,  and  margin  feels  hard.  Spleen 
reaches  as  far  as  umbilicus  and  upwards  to  sixth  rib  by 
percussion.  There  are  a  few  rhonchi  over  back,  but  nothing 
else  abnormal  in  the  chest.  She  was  dischai-ged  relieved  on 
April  16,  and  readmitted  for  the  last  time  on  July  18,  1896. 
She  was  decidedly  weaker,  and  thei-e  had  been  vomiting 
after  food  for  the  previous  month.  There  was  some  oedema 
of  the  feet  which  liad  been  present  for  two  mouths.  No 
ascites. 

On  August  1  ascites  appeared.  She  was  tapped  on 
August  25  and  on  three  subsequent  occasions,  and  from  seven 
to  eight  pints  of  clear  fluid  removed  each  time.  The  tempe- 
rature, which  so  far  had  always  been  normal,  rose  after  the 
tapping  to  102°  every  day.  The  last  tapping  was  on 
October  5. 

On  October  10  she  began  to  be  drowsy,  with  hurried 
respiration,  and  she  passed  into  a  comatose  condition,  and 
died  on  October  11. 

Post-mortem. — The  abdominal  cavity  was  filled  with  clear 
straw-coloured  fluid.  Mesentery  shrunken  and  peritoneum 
everyAvhere  thickened.  The  spleen  was  enormously  enlarged 
and  weighed  77  oz.,  the  capsule  was  thickened  and  substance 
was  soft  and  of  normal  colour.  The  liver  was  rather  larger 
than  normal,  lobulated,  and  irregular  on  the  surface,  and 
weighed  65  oz.  The  microscopic  examination  shows  great 
increase  of  connective  tissue,  which  tends  to  surround  the 
individual  lobules  of  the  liver  ;  in  the  new  formed  connective 
tissue  are  seen  very  numerous  new  bile  canaliculi.  There  is 
considerable  fatty  infiltration  of  the  liver  cells. 

Case  6. —  The  liver  of  this  patient  was  placed  in  the 
Museum  of  University  College  by  Dr.  Barlow,  to  whom  I  am 
indebted  for  permission  to  bring  the  case  before  the  Society 
to-night.  For  the  brief  notes  of  the  case  I  am  indebted  to 
Dr.  Collins  of  East  Grinstead. 

The  patient  was  a  girl  set.  15.  In  the  history  there  was 
not  a  suspicion  of  alcohol,  and  syphilis  in  the  parents  was 
excluded.  The  history  as  to  acute  specifics  is  doulitful. 
The  illness  began  when  the  child  was  thirteen,  apparently  as 
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an  ordinary  case  of  catarrhal  j;iiiiulico,  which,  liowevcr,  per- 
sisted, and  gradually  the  liver  and  spleen  enlarg-ed.  There 
was  no  ascites  at  first.  These  conditions  persisted  for  four 
months,  and  then  the  patient  developed  ascites  with  irregular 
fever,  and  died  comatose  some  thirteen  months  after  the 
initial  jaundice. 

Vust-morteui. — The  liver  was  somewhat  larger  than  normal, 
and  nodular  on  surface.  Microscopically  the  liver  shows 
very  extreme  fibrous  tissue  overgrowth,  in  which  are  a  large 
number  of  new  bile  canaliculi ;  this  connective  tissue  has  a 
definitely  unilobular  arrangement.  The  liver  cells  are 
irregular  in  shape  and  granular.  The  size  of  spleen  is  not 
recorded. 

Case  7  was  that  of  a  student  a3t.  24,  whose  post-mortem 
I  had  to  make.  At  the  age  of  nineteen  he  had  an  attack  of 
what  appeared  to  be  catarrhal  jaundice,  but  it  persisted,  and 
gradually  the  liver  began  to  enlarge.  The  jaundice  increased 
and  was  associated  with  general  failure  in  health,  and  he 
died  comatose  five  years  after  the  first  onset  of  symptoms. 
In  this  case  syphilis  and  alcohol  were  altogether  excluded. 

Post-mortem. — There  was  no  ascites.  Nothing  abnormal 
in  the  chest.  The  liver  little  if  at  all  larger  than  normal, 
irregular  on  surface  and  tough.  Microscopically  there  is 
extensive  connective-tissue  overgrowth,  which  has  a  definitely 
unilobular  arrangement,  and  in  places  invades  the  lobules  and 
surrounds  the  individual  liver  cells.  There  is  great  increase 
of  new  bile  canaliculi  in  the  new  connective  tissue^  and  liver 
cells  are  markedly  degenerated.  The  spleen  was  large,  tough, 
and  fibrous. 

The  seven  cases  are  thus  seen  to  fall  into  two  quite  distinct 
groups  both  clinically  and  from  a  morbid  anatomy  point  of 
view  ;  thus  in  the  first  four  we  find  small,  highly  cirrhotic 
hobnail  livers  associated  with  marked  obstruction  of  the 
portal  circulation  leading  to  ascites,  and  in  three  of  the  cases 
this  was  the  symptom  that  first  led  them  to  seek  advice. 
In  all  four  the  spleen  was  enlarged  and  there  was  absence  of 
jaundice. 

The  last  three  of  the  cases,  on  the  other  hand,  were  cha- 
racterised by  the  presence  of  mai'ked  jaundice,  which  in  every 
case  was  the  first  symptom  noticed,  by  an  enlargement  of  the 
spleen,  and  in  two  by  a  definitely  enlarged  liver.  There  was 
absence  of  ascites  until  the  close  of  the  disease. 
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Another  striking  difference  between  the  two  gronps  is 
found  in  the  different  course  that  they  ran  ;  in  the  first  four 
this  was  remarkably  rapid^  the  patients  dying  within  twenty 
da3'S,  eight  days,  four  and  a  half  months,  and  one  month 
respectively,  after  the  first  definite  symptoms  of  liver  disease 
showed  themselves,  although  it  is  obvious  from  the  condition 
of  the  liver  that  the  disease  must  have  existed  for  a  long  time 
Avithout  giving  rise  to  definite  symptoms.  This  latency  of 
symptoms  in  this  variety  of  infantile  cirrhosis  is  striking,  and 
has  been  insisted  upon  by  many  writers,  especially  Dr. 
Eustace  Smith. 

In  the  three  latter  cases  definite  symptoms  were  present 
for  many  months,  the  patients  dying  ten,  one,  and  five  years 
respectively  after  the  first  appearance  of  jaundice. 

The  morbid  anatomy  of  the  resjjective  livers  also  greatly 
differs ;  the  first  three  are  small  and  markedly  irregular  or 
hobnailed  on  the  surface,  and  microscopically  the  connective 
tissue  has  a  definite  multilobular  arrangement.  In  Case  4  the 
connective  tissue,  although  for  the  most  part  having  a  multi- 
lobular arrangement,  tends  in  places  to  surround  the  individual 
lobules,  and  in  this  case  also  there  is  a  considerable  increase 
of  new  bile  canaliculi. 

In  the  latter  group,  on  the  other  hand,  the  livers  are  larger, 
or  at  any  rate  not  smaller,  than  normal,  fairly  smooth  on  the 
surface,  and  microscopically  showing  very  extreme  connective 
tissue  overgrowth,  which  is  definitely  uuilobular  in  arrange- 
ment, and  in  which  there  is  an  extraordinary  increase  of  new 
bile  canaliculi. 

These  two  types  correspond  fairly  accurately  both  in 
clinical  and  pathological  characters  with  the  so-called  atrophic 
and  hypertrophic  cirrhosis  of  adults,  which  seems  to  be  a  most 
unfortunate  nomenclature,  for  although  many  acknowledge 
the  existence  of  these  two  fairly  distinct  forms  of  the  disease, 
most  are,  I  think,  agreed  that  the  actual  size  of  the  liver  is 
the  least  important  of  all  their  differences,  the  atrophic 
variety  frequently  dying  with  greatly  enlarged  livers  and 
the  hypertrophic  with  livers  little,  if  at  all,  larger  than  normal. 

In  the  first  three  cases  the  patients  died  of  acute  purulent 
peritonitis,  and  this  feature  is,  I  think,  specially  worthy  of 
note.  In  none  of  the  cases  was  there  any  discoverable 
exciting  cause  for  the  peritonitis  found  after  death.  The 
fact  that  Cases  1  and  3  had  both  been  tapped,  the  latter  six 
times  previous  to  the  discovery  of  pus  in  the  peritoneum, 
might  be  brought  forward  as  a  possible  explanation,  but  I 
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think  this  origin  is  very  improbable  ;  the  operations  were 
always  performed  with  strict  antiseptic  precautions,  and  in 
the  first  case  there  was  a  rigor  and  rise  of  temperature  before 
paracentesis  was  undertaken.  The  fact  that  no  pus  was 
drawn  off  at  tlie  first  tapping  is  what  one  wouhl  expect,  for 
the  lynipli  and  pus  tend  to  collect  in  the  pelvis  and  around 
the  fiver  as  is  shown  in  Case  2,  which  was  never  tapped  ;  for 
here,  on  opening  the  abdomen  at  the  autopsy,  clear  fluid 
escaped,  and  it  was  not  till  this  had  drained  away  that  the 
pus  was  found. 

I  have  not  been  able  to  discover  any  I'eferenccs  to  the 
association  of  acute  peritonitis  with  cirrhosis  of  the  liver, 
either  in  adults  or  children,  but  in  1894  two  cases  were 
admitted  into  University  College  Hospital  which  are  interest- 
ing in  this  connection. 

The  first  was  a  man  aged  thirty-seven,  who  was  admitted  in 
a  state  of  collapse,  and  died  within  twenty-four  hours.  At  the 
autopsy  acute  general  purulent  peritonitis  was  found,  and  a 
somewhat  large,  extremely  cirrhotic,  and  somewhat  fatty 
liver.  No  local  cause  whatever  for  the  peritonitis  was  dis- 
covered. 

The  second  case  was  a  man  aged  forty-four,  admitted  with 
ascites  and  ha3matemesis. 

Nine  days  after  admission  he  died  suddenly  of  a  sharp 
attack  of  htematemesis. 

Post-mortem. — A  typical  hobnailed  liver  was  found,  larger 
than  normal,  and  much  recent  lymph  and  pus  in  the  peritoneal 
cavity.  Here,  again,  no  local  cause  for  this  condition  could  be 
discovered. 

There  thus  seems  to  be  an  increased  vulnerability  of  the 
peritoneum  in  those  patients  suffering  from  multilobular  cir- 
rhosis, so  that  acute  inflammatory  changes  are  readily  excited  ; 
and  this  is  borne  out  by  the  fact  that  in  post-mortems  on 
cirrhosis  it  is  the  rule  to  find  considerable  adhesions  around 
the  liver  and  spleen,  pointing  to  past  attacks  of  local  peri- 
tonitis. 

Another  point  of  interest  is  the  question  of  din  gnosis, 
Avhich  is  often  a  matter  of  considerable  difficulty  in  these 
cases.  In  none  of  the  four  recorded  was  a  true  diagnosis 
made  during  life. 

Cases  3  and  4  were,  in  fact,  considered  to  be  examples  of 
tuberculous  peritonitis,  and  it  is  curious  in  this  connection 
that  in  t\vo  of  the  cases  of  cirrhosis  of  the  liver  in  children 
recorded  by  Dr.  Taylor  {Guy's  Hospital  Reports,  vol.  lii)  a 
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similar  diagnostic  error  was  made.  This  is  easy  to  explain^ 
for  the  commonest  cause  of  ascites  in  a  child  is  undoubtedly 
tuberculous  disease  of  the  pei'itoneum,  and  when  this  is  asso- 
ciated with  a  remittent  temperature,  signs  of  pleurisy,  and  a 
strong  tuberculous  family  history,  as  in  Case  3,  the  error  is 
quite)  justifiable.  The  dilated  venules  on  the  face  and  the 
presence  ot"  a  subicteric  tinge  of  the  conjunctivas  if  present 
are,  of  course,  very  useful  diagnostic  signs. 

Turning  to  the  other  group,  we  find  in  Case  5  a  woman  of 
twenty-three,  described  as  an  undersized,  clumsy-looking 
woman,  with  clubbing  of  the  fingers.  Her  sexual  functions, 
too,  seem  to  have  been  imperfectly  developed,  for  she  did  not 
begin  to  menstruate  until  twenty-one,  and  then  only  very 
irregularly  and  scantily. 

In  this  connection  it  is  interesting  to  refer  to  Drs.  Gilbert 
and  Fournier's  paper  entitled  "  La  cirrhose  hypertrophique 
avec  ictere  chez  I'enfant/'  in  the  Bevue  des  Maladies  de 
VEnfaiice,  1895,  an  abstract  of  which  is  given  by  Dr.  Taylor 
in  his  article  in  the  Guifs  Hosjntal  Reports,  referred  to  above. 
They  record  seven  cases  of  jaundice  occurring  in  children 
and  young  adults  associated  with  large  livers  and  enormously 
enlarged  spleens,  absence  of  ascites  and  of  any  general 
symptoms  of  disease;  they  are  all  described  as  lively  and 
possessing  good  appetites. 

The  authors  draw  special  attention  to  the  fact  that  all  the 
cases  showed  a  general  stunting  of  growth  ;  they  are  all  de- 
scribed as  undersized  for  their  age  and  with  little  muscular 
development,  and  in  one  boy  of  nineteen  there  was  no  sign  of 
hair  on  face,  pubes,  or  axillse. 

In  three  of  these  cases  there  was  also  noticed  clubbing  of 
the  ends  of  the  fingers  and  enlargement  of  the  ends  of  the 
tibite  and  femora. 

Dr.  Taylor,  in  the  report  referred  to  above,  also  describes  a 
boy  of  twelve  presenting  general  stunting  of  growth  and 
thickening  of  finger  ends,  associated  with  marked  jaundice 
and  enlargement  of  liver  and  spleen. 

It  thus  seems  that  general  stunting  of  growth  and  club- 
bing of  the  fingers  is  fairly  frequently  associated  with  this 
particular  form  of  juvenile  cirrhosis,  although  it  had  appa- 
rently not  attracted  notice  before  the  appearance  of  Drs. 
Gilbert  and  Fournier's  paper. 

The  temperature  in  several  of  these  cases  was  raised. 
Thus  in  Case  1  the  temperature  was  102'4°  on  admission,  and 
remained  high,  never  falling  below  101°  F.  till  his  death;  and 
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in  Case  2  there  was  a  markedly  irregular  temperature  during 
the  six  days  she  was  under  observation.  The  presence  of  pus 
in  the  peritoneum  might,  however,  account  for  tin's  fever; 
but  in  Case  3  there  was  continual  fever  for  nearly  four 
months,  and.  in  Case  4  for  nineteen  days  without  any  cause 
being  found  post-mortem. 

Irregular  temperature  in  atrophic  cirrhosis  of  the  liver  is 
fairly  common  in  adults  as  well  as  children,  and  tn  the  majo- 
rity of  cases  this  is  due  to  some  intercurrent  disease,  of  which 
phthisis  is  the  commonest,  but  there  remain  a  few  cases,  such 
as  those  described  above,  where  no  satisfactory  explanation  of 
the  pyrexia  can  be  given. 

Fever  in  connection  with  the  form  of  cirrhosis  associated 
with  jaundice  is  much  commoner,  and  has  constantly  been 
described. 

Perhaps  the  most  interesting  point  in  connection  with 
these  cases  of  juvenile  cii'rhosis  is  the  question  of  aetiology, 
which  is  for  the  most  part  very  obscure. 

Alcohol  has,  of  course,  frequently  been  proved  to  be  the 
exciting  cause  of  cirrhosis  in  children,  but  the  type  has 
always,  I  think,  been  the  atrophic  one.  I  have  found  no 
record  of  cirrhosis  associated  with  jaundice  that  has  definitely 
been  traced  to  alcohol.  In  the  above  cases  there  was  in  none 
any  alcoholic  history  obtained,  and,  with  the  exception  of  the 
first  two,  I  think  it  can  be  absolutely  excluded. 

Congenital  syphilis  may,  of  course,  be  a  cause  of  infantile 
cirrhosis,  and  in  Case  2  there  are  signs  suggesting  the 
presence  of  that  disease.  Thus  we  find  a  history  of  three 
miscarriages  in  the  mother,  and  the  child  herself  presents 
nebulas  on  the  corneas  and  eccentric  pupils,  possibly  the 
remains  of  interstitial  keratitis  and  iritis;  the  teeth,  however, 
are  normal.  Dr.  Donkin,  in  his  book  on  children's  diseases, 
points  out  that  infantile  syphilis  maybe  a  cause  of  apparently 
idiopathic  cirrhosis,  although  the  other  signs  of  syphilis  may 
have  entirely  passed  away.  'J'he  usual  form  of  cirrhosis 
associated  with  congenital  syphilis  is,  however,  a  unicellular 
one,  a  condition  which  none  of  the  cases  we  are  discussing 
presented. 

The  form  of  juvenile  cirrhosis  associated  with  jaundice  has 
by  many  been  thought  to  be  directly  connected  with  the 
acute  specific  fevers,  particularly  scarlet  fever  and  measles, 
and  many  cases  are  recorded  where  the  first  symptoms  of 
liver  trouble  date  from  an  attack  of  one  or  other  of  these 
illnesses.       Dr.    Klein    [Path.    Soc.    Trans,    for    1880),    first 
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described  acute  interstitial  hepatitis  occurring*  in  the  course  of 
scarlet  fever,  and  describes  eight  cases.  Dr.  Edwards,  in  the 
Archives  of  Pediatrics,  1890,  says  that  cirrhosis  of  the  liver  is 
seen  in  all  its  stages  after  scarlet  fever  and  measles,  and  may- 
persist  or  clear  up. 

In  this  connection  it  is  interesting  to  note  that  Case  5  of 
the  present  series  had  scarlet  fever  when  eleven,  after  which 
she  was  never  well,  was  constantly  tired,  and  had  nose  bleed- 
insr,  and  when  thirteen  was  troubled  with  itching  of  the  skin, 
which  was  dark  in  colour,  and  I  think  we  may  take  it  she  was 
jaundiced  at  this  time. 

In  one  oF  Dr.  Taylor's  cases,  a  boy  aged  twelve,  the  history 
was  that  three  and  a  half  years  ago  he  had  scarlet  fever,  and 
soon  after  this  his  illness  began  with  diarrhoea  and  jaundice. 

The  association  of  cirrhosis  with  measles  and  scarlet  fever 
is  of  too  frequent  occurrence  to  justify  one  in  imagining  that 
the  connection  is  only  accidental,  and  I  tliink  we  are  forced, 
therefore,  to  look  upon  them  ns  important  {etiological  factors 
in  this  form  of  the  disease. 

The  fact  that  in  Case  2  there  was  irregular  diarrhoea  for 
two  months,  and  Case  4  suifered  in  the  same  way  for  a  year 
before  the  symptoms  of  cirrhosis  developed,  seem  to  point  to 
the  possibility  of  the  production  of  the  change  in  the  liver  in 
these  cases  being  due  to  the  absorption  of  toxic  matter  from 
the  intestines. 

In  a  good  many  of  these  cases,  however,  no  such  symptoms 
preceded  the  cirrhosis,  and  one  is  obliged  to  admit  that  one 
is  quite  in  the  dark  as  to  the  aetiology  in  the  majority  of  the 
instances  of  this  disease.  I  therefore  feel  it  is  only  by 
collecting  considerable  numbers  of  cases,  in  which  careful 
histories  and  descriptions  of  post-mortem  examinations  are 
given,  that  any  real  advance  can  be  made  in  our  knowledge 
of  this  interesting  and  obscure  disease,  and  although  I  cannot 
lay  claim  to  any  originality  in  my  remarks,  it  is  with  the  hope 
of  possibly  throwing  some  little  more  light  on  this  subject 
thati  I  have  ventured  to  bring  these  cases  before  the  Society 
to-night. 
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*^*  Publislied  in  accordance  with  the  regulation  rehiting  to  the  exhibition 
of  patients  at  the  meetings  of  tlie  Society,  viz.  that  eacli  case  shall  be  accom- 
panied by  a  brief  written  description  of  the  points  it  illustrates;  such  description 
to  be  published  or  not  in  the  Transactions  as  the  Council  may  direct. 


I. — A  case  of  Mtdtijjle   Congenital   Dislocations.     Bj 
W.  H.  Battle.     Exhibited  October  22,  1897. 

A  WELL-DEVELOPED  female  child  who  was  born  after  a 
breech  presentation.  It  is  not  known  if  any  injury  was 
received  at  birth  or  not. 

The  child  lies  on  her  back  always,  with  the  thighs  everted 
and  flexed,  so  that  the  resemblance  to  a  frog"  when  in  tliis 
position  is  very  striking. 

Both  hips  are  dislocated  on  to  the  pubes,  and  there  is  very 
little  difference  in  the  appearance  of  them.  The  groins 
appear  full,  and  when  the  child  is  turned  over  the  buttocks 
are  flat.  When  lifted  up  the  thighs  remain  flexed  and 
everted. 

The  right  femur  can  be  brought  into  position  with  slight 
manipulation,  and  then  moves  smoothly  and  easily,  but  returns 
to  its  abnormal  position  when  released. 

The  left  femur  cannot  be  reduced,  and  the  head  remains  on 
the  pubes  and  is  apparently  ill  formed.     The  right  arm  is 
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Fig.  28. 


rotated  inwards  permanently,  the  slioulder  is  wasted,  and  the 
head  of  the  bone,  which  is  under  the  coracoid  process,  is  ill 
developed.  I  am  indebted  to  Miss  Meakin  for  the  photo- 
graph from  which  the  figure  is  taken. 


II. — A  case  of  Primarij  Tuhercnlosis  of  the  Interior  of 
the  Nom,  and  Secoiidari/  Infection  of  the  Pharynx  ; 
v'ith  microscopic  specimens.  By  StClaik  Thomson, 
M.D.     Exhibited  October  27,  1897. 

THE  patient,  P.  G.,  is  a  young  woman  tet.  25.  She  has 
lived  in  the  country,  but  since  the  age  of  sixteen  has 
been  much  shut  up  in  workrooms  in  the  millinery  business. 
About  two  years  ago  she  commenced  to  suffer  from  nasal 
discharge  and  blocking  of  the  right  nasal  passage.  She  con- 
sulted I)r.  Watson  Williams,  of  Bristol,  in  July,  1890  (fifteen 
months  ago),  and  he  found  a  smooth,  bluish-pink,  sessile 
growth  the  size  of  half  a  filbert  on  the  right  nasal  septum. 
There  was  some  discharge  in  the  left  nasal  passage  which 
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formed  crusts,  but  there  was  no  obvious  disease.  The  growth 
was  removed,  and  when  examined  histoloo-ically  was  found 
to  be  a  tuberculous  g-rowth,  though  no  bacilli  were  discovered. 
The  growth  had  begun  to  caseate  and  break  doAvn  in  the 
centre.  She  was  not  seen  again  until  October  of  last  year, 
when  Dr.  Watson  Williams  found  that  the  tuberculous  deposit 
had  spread  through  to  the  left  side,  appearing  there  as  a  pale 
pink  uneven  outgrowth.  The  base  of  the  old  growth  was 
dry,  with  just  a  very  little  secretion.  At  the  Bristol  Koyal 
Infirmary  she  was  treated  Avith  repeated  curetting,  and  appli- 
cations of  lactic  acid  to  the  septum  and  inferior  turbinal  on 
either  side.  She  also  had  three  injections  of  Koch's  tuber- 
culin, about  a  year  ago.  She  was  shown  to  the  Laryngo- 
logical  Society  in  April  last  by  Dr.  Watson  Williams,  who  then 
noted  a  tuberculous  nodule  on  the  posterior  pharyngeal  wall. 

The  patient  came  under  my  care  six  months  ago.  She 
then  had  a  perforation  of  the  cartilaginous  septum,  pale 
indolent  ulceration  of  both  inferior  turbinals,  and  in  the 
centre  of  the  buccal  pharynx  was  a  flat  swelling,  about  the 
size  of  a  shilling,  with  an  ulcerating  suz-face.  There  was  an 
adhesion  between  the  left  inferior  turbinal  and  the  septum, 
and  the  perforation  in  the  septum  was  surrounded  by  pale, 
hypertrophic  tissue,  covered  by  crusts.  I  removed  a  portion 
of  this  with  a  snare,  and  the  sections, — which  are  placed 
under  the  microscope, — showed  it  to  be  infiltrated  with 
tubercle ;  the  giant-cell  systems  being  well  marked,  with 
foci  of  caseation.  Sections  were  stained  and  examined  for 
tubercle  bacilli,  but  after  prolonged  search  no  bacilli  were 
detected.  I  followed  this  up  with  applications  of  lactic  acid, 
but  was  so  little  impressed  with  the  result,  while  I  observed 
that  it  set  up  some  reaction  and  was  difficult  to  apply  without 
exciting  adhesions  between  the  opposite  sides,  that  I  aban- 
doned everything  except  cleansing  alkaline  lotions.  The 
upper  pai't  of  the  pharynx  being  atrophic — from  the  inter- 
ference with  the  normal  functions  of  the  nose — I  ordered 
daily  applications  of  Mandl's  solution  of  iodine  and  iodide  of 
potassium.  As  will  be  seen,  under  this  treatment  the  pharynx 
has  considerably  improved ;  the  tuberculous  thickening  has 
shrunk  considerably,  while  the  abraded  surface  is  not  as  large 
as  a  threepenny  piece.  The  improvement  to  the  pharynx 
was  so  decided,  that  I  advised  the  application  of  the  same 
iodine  preparation  to  the  inside  of  the  nose,  pledgets  of 
cotton  wool  being  soaked  in  it  and  left  i^i  situ  on  either  side 
for  five  to  ten  minutes.     The  patient  has  been  in  London 
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during  this  period,  and  has  had  a  tonic  from  time  to  time, 
but  no  specihc  treatment. 

She  is  seen  to  be  very  healthy  looking,  and  I  find  no  trace 
of  mischief  in  her  lungs.  She  has  no  symptoms  to  complain 
of.  All  her  functions  are  performed  normally.  Hor  weight 
is  9  stone. 

She  has  lost  a  sister  from  scarlet  fever  and  a  brother 
from  au  accident.  Her  father  died  of  a  complication  of 
diseases  at  the  age  of  forty-six ;  her  mother  is  alive  ;  but 
three  sisters  of  her  father  all  died  of  consumption. 

With  regard  to  the  tetiolog}'  of  this  affection,  it  might  be 
well  to  put  on  record  that,  when  a  child  of  three,  she  pushed 
a  boot-button  up  the  right  side  of  her  nose,  and  it  is  said 
that  half  of  it  came  down  some  years  afterwards.  She 
acknowledges  that  for  some  years  before  consulting  Dr. 
Watson  Williams  she  had  a  great  trick  of  picking  the  I'ight 
nostril,  and  occasionally  making  it  bleed.  I  think  this  history 
of  traumatism  is  important  as  explaining  how  infection  took 
place,  possibly  in  a  predisposed  person,  for  most  of  us  inhale 
tubercle  bacilli  into  our  nostrils  every  day  of  our  lives. 
Strauss  has  found  them  to  be  frequent  visitors  in  the  nostrils 
of  hospital  internes  in  Paris,  and  I  have  myself  with  Dr. 
Hewlett  shown  that  the  nasal  mucus  is  inhibitory  to  the 
growth  of  many  organisms,  and  that  the  ciliated  epithelium 
quickly  expels  them. 

The  patient  is  very  well  at  present,  freer  from  nasal  obstruc- 
tion and  the  formation  of  cx'usts  than  she  has  been  for  a  long 
time.  Her  sense  of  smell  is  much  better  than  it  was  a  year 
ago.  Should  we  leave  well  alone  ?  Is  this  a  suitable  case 
for  the  employment  of  the  new  tuberculin  ?  Or  is  it  advisable 
to  adopt  more  active  surgical  interference  ?  She  has  already 
had  repeated  curettings  and  applications  of  lactic  acid  with- 
out eradicating  the  affection.  If  the  nasal  mucosa  were  still 
more  actively  dealt  with,  either  by  curetting  or  by  some  such 
operation  as  Rouge's,  she  would  be  made  very  uncomfortable 
by  the  ozaenic  symptoms  which  would  be  induced,  and  she 
would  still  have  a  tuberculous  deposit  in  her  pharynx. 
Unless  members  strongly  recommend  the  employment  of 
the  new  tuberculin  I  should  be  disposed  to  limit  myself 
to  symptomatic  treatment.  As  tuberculosis  may  cicatrise 
spontaneously  in  the  lungs,  I  should  hope  that  it  may  do  so 
in  the  more  favorable  region  of  the  nose. 
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III. — A  case  of  Hemiplegia  in  a  child  of  hvo  years. 
By  Bertram  Abrahams,  M.B.  Exhibited  October 
22,  1897. 

THE  patient  whom  I  have  the  honour  of  presenting  before 
the  Society  to-night  is  a  female  child,  who  was  admitted 
into  the  Evelina  Hospital  for  Sick  Children  on  July  20  of 
this  year,  being  then  one  year  and  nine  months  old. 

She  was  at  first  under  the  care  of  Dr.  Tirard,  and  after- 
wards under  that  of  Dr.  Carpenter,  who  have  kindly  allowed 
me  to  bring  forward  the  case  and  to  make  use  of  their  notes. 

A  week  before  admission  the  child  was  seized  with  cough 
and  sickness,  and  these  proved  to  be  due  to  whooping-cough, 
which  did  not,  however,  clearly  reveal  itself  till  she  had  been 
some  days  in  hospital. 

She  was  treated  as  an  out-patient,  but  on  the  evening  of 
July  19  was  attacked  with  convulsions,  in  which  condition 
she  was  admitted  next  morning. 

On  examination  it  was  found  that  the  teeth  were  firmly 
clenched  and  that  the  right  side  of  the  mouth  twitched 
vigorously.  There  was  marked  nystagmus,  and  the  pupils 
were  dilated  and  did  not  react  to  light ;  there  was  a  conver- 
gent squint.  The  right  arm  was  rigid  and  the  hand  clenched 
save  for  occasional  clonic  "  clutches."  The  right  leg  was 
also  rigid,  but  twitched  vigorously  every  now  and  again. 
The  same  tonic  spasm  with  intermittent  clonic  contractions 
could  be  observed  in  the  sterno-mastoids ;  the  muscles  at  the 
back  of  the  neck  were  not  contracted,  and  there  was  hence 
no  head  retraction.  The  temperature  was  103*8°,  but  rose  on 
the  second  day  to  104°,  and  on  the  third  to  105°,  after  which 
it  fell  waveringly  to  normal.  The  pulse  on  admission  was 
176  and  weak,  while  the  breathing  was  shallow  and  irregular, 
the  respiratory  act  being  repeated  as  often  as  sixty-eight 
times  a  minute.  The  child  was  not  absolutely  unconscious. 
The  face  was  pale. 

There  was  slight  improvement  during  the  first  two  days, 
but  on  the  third,  corresponding  to  the  maximal  rise  of  tem- 
perature, there  was  a  fresh  convulsive  attack,  in  which  the 
right  side  of  the  face  and  mouth  twitched,  as  also  did  the 
left  leg  and  arm ;  the  right  arm  and  leg  remained  rigid,  and 
the  eyes  were  fixed  in   a  squint.     During  this  day  and  the 
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next  there  were  several  slight  convulsive  attacks,  but  pro- 
gress henceforth  was  uniformly  satisfactory  up  to  the  stage 
in  which  you  now  see  her. 

She  has  now  typical  hemiplegia  of  the  right  side,  affecting 
the  arm,  leg,  and  lower  part  of  the  face.  The  knee-jerks  are 
exaggerated,  and  the  affected  limbs  rigidly  contracted. 

No  anaesthesia  can  be  certainly  detected,  and  the  cranial 
nerves  are  not  implicated.  There  is  no  aphasia,  and  the 
child's  limited  vocabulary hasremained  unaffected  throughout. 

There  has  been  slight  albuminuria  throughout  the  disease ; 
the  heart  appears  to  be  quite  normal. 

This  case  raises  a  number  of  interesting  problems,  of 
which  I  can  do  no  more  than  refer  to  those  relating  to 
diagnosis,  both  pathological  and  topical. 

As  regards  the  nature  of  the  attack,  the  balance  of  pro- 
bability appears  to  me  to  be  in  favour  of  haemorrhage  rather 
than  embolism.  It  is  easy  to  explain  how  the  former  might 
occur  in  such  a  case,  but  difficult  to  account  for  the  latter. 
The  convulsions  are,  I  think,  insignificant  one  way  or  the 
other.  The  course  of  the  temperatui-e  would,  according  to 
Bourneville's  observations,  favour  embolism,  but  so  few 
observations  have  been  made  in  infantile  cases  as  to  render 
it  impossible  to  say  how  far  his  generalisations  are  applicable 
to  them.  The  sole  fact  which  makes  me  hesitate  in  the 
diagnosis  is  the  absence  of  total  loss  of  consciousness.  (The 
observation  that  the  eyes  did  not  react  was  possibly  erro- 
neous.) This  favours  embolism,  but  might  also  fit  in  with  the 
idea  of  a  vascular  rupture  in  the  inteimal  capsule. 

As  regards  regional  investigation,  we  may  at  once  exclude, 
I  think,  the  commonest  book  cause  of  infantile  hemiplegia, 
meningeal  hsemorrhage.  The  shock  symptoms,  coma,  &c., 
would  have  been  much  more  marked  in  a  cortical  lesion  in- 
volving practically  the  whole  motor  area  on  the  left  side.  I, 
therefore,  in  the  absence  of  crossed  paralysis,  incline  to  the 
view  that  the  lesion  was  a  haemori'hage  in  the  anterior  and 
middle  part  of  the  hinder  limb  of  the  internal  capsule,  from 
the  rupture,  probably,  of  Trousseau's  artery  of  cerebral  hfemor- 
rhage.  I  do  not  see  any  way  of  absolutely  excluding  embo- 
lism of  the  left  middle  cerebral,  but  must  regard  this  as  less 
probable,  particularly  as  there  was  no  aphasia. 

It  is  noteworthy  that  no  evidence  is  to  be  obtained  of 
the  lesion  arising  during  a  paroxysm  of  coughing,  as  the 
cough  was  by  no  means  severe  at  the  onset ;  nor  was  there 
any  evidence  of  congenital  syphilis. 
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IV. — A  case  of  Paraplegia,  with  Multijyle  Subcutaneous 
TuDiours.  By  T.  Bdzzard,M.D.  Exhihited  October 
22,  1897. 

JOSEPH  H.,  get.  29,  painter,  was  admitted  to  the  National 
Hospital,  Queen  Square,  in  October,  1897,  coniplaining  of 
paralysis  of  both  legs  and  difficulty  in  micturition.  Family 
history  unimportant;  smallpox  in  infancy;  denies  venereal 
disease ;  no  history  of  lead  poisoning. 

Two  years  ago  he  noticed  gradual  weakness  and  stiffness 
of  the  right  leg ;  there  was  no  pain.  One  year  ago  delay  in 
micturition  and  incontinence  of  fasces  occurred.  The  left  leg 
was  also  noticed  to  become  weak  and  stiff,  and  he  dragged 
both  feet.  A  small  lump  appeared  over  each  great  trochanter, 
and  another  above  the  external  malleolus  of  the  right  ankle. 
The  swellings  were  painless,  and  that  over  the  right  fibula 
disappeared  entirely  in  six  months.  Similar  small  lumps 
appeared  subcutaneously  upon  the  ulna  on  either  side.  These 
disappeared  in  three  months. 

Present  state. — There  are  signs  of  old  iritis  in  the  left 
eye.  Spastic  paraplegia,  with  some  adductor  spasm.  The 
right  lower  limb  is  weaker  and  more  rigid  than  the  left.  No 
wasting  of  muscles.  Electrical  reactions  normal.  Slight 
comparative  anaesthesia  over  the  left  foot,  and  over  the  fourth 
and  fifth  sacral  areas.  No  pain  anywhere.  Delayed  micturi- 
tion. Residual  urine  averages  15  oz.  Knee-jei'ks  exagge- 
rated. Double  ankle-clonus.  Rectus  clonus  on  the  right 
side.  Spine  normal.  The  lumps  upon  the  trochanters  remain 
in  spite  of  active  specific  treatment. 


V. — A  case  of  Localised  Stueating  and  Blushing  on 
Eating,  possibly  due  to  temporary  compression  of 
vaso-motor   fibres.     By    F.    Parkes    Webee,   M.D. 

Exhibited  October  22,  1897. 

THE  patient,  M.  S.,  set.  19,  of  Jewish  origin  from  Poland, 
complains  that,  whenever  he  eats  anything,  a  patch  of 
redness  appears  on  the  left  side  of  his  face  as  if  he  had 
received  a  sharp  "  box  on  the  ear."  If  he  goes  on  eating, 
drops  of  sweat  soon  begin  to  appear  over  part  of  the  reddened 
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area.  On  examining  the  patient  and  giving  him  a  biscuit  to 
munch,  the  truth  of  his  statement  can  soon  be  confirmed. 
Almost  immediately  a  deeply  red  and  hot  area  shows  itself, 
extending  over  the  left  cheek  and  ear,  and  soon  afterwards 
di'ops  of  sweat  form  on  the  reddened  cheek.  This  local 
sweating  is  the  more  remarkable  as  the  boy  says  that  he 
sweats  very  little  otherwise ;  he  is  rather  delicate  and,  partly 
owing  to  the  results  of  former  appendicitis,  never  takes 
violent  exercise. 

About  the  lower  jaw  are  various  scars  from  old  suppurat- 
ing glands,  particularly  one,  slightly  retracted  in  the  left 
parotid  region.  Near  this  scar  there  is  an  area  of  slightly 
diminished  tactile  sensation  (see  Fig.  29),  less  extensive,  how- 

Fia.  29. 
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ever,  than  the  area  of  sweating.  The  scar  in  question  resulted 
from  suppuration  in  December,  1894,  and  the  annoying 
blushing  and  sweating  were  first  noticed  in  May,  1895.  The 
case  is  not  a  mere  instance  of  unilateral  vaso-motor  disturbance 
with  sweating,  for  the  affected  area  is  much  too  limited  in 
extent  to  be  thus  classed.  Following  is  what  seems  to  me 
the  most  reasonable  theory  for  explaining  the  occurrence  of 
the  phenomena  observed. 

Some  of  the  vaso-constrictor  fibres  from  the  cervical  sym- 
pathetic are  probably  included  in  the  parotid  scar.  (The 
exact  course  of  the  vaso-motor  fibres  which  supply  the  various 
areas  of  the  head  in  man  has  not  yet,  I  believe,  been  deter- 
mined.) The  scar  is  partly  adherent  to  the  parotid  salivary 
gland,  and  I  suppose  that  when  physiological  swelling  of  the 
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gland  takes  place  during  eating,  the  scai-  is  dragged  on  in 
some  way,  and  the  nerve-fibres  which  are  involved  in  it 
become  so  compressed  that  their  function  is  temporarily 
completely  abolished.  If  this  explanation  be  correct,  the 
phenomena  may  be  compared  to  the  blushing  following 
section  of  the  cervical  sympathetic  in  animals,  find  to  the  one- 
sided sweating  observed  in  man  when  the  cervical  sympa- 
thetic is  involved  in  a  tumour. 

The  house  physician  at  the  German  Hospital,  Dr.  Steiner, 
to  whom  I  am  indebted  for  the  case,  suggests,  however,  that 
the  phenomena  may  be  explained  on  the  supposition  merely 
that  some  nerve-fibres  have  been  cut  through  or  have  been 
destroyed  by  previous  suppuration.  The  diminished  tactile 
sensation  in  the  neighbourhood  of  the  scar  certainly  supports 
the  view  that  some  nerve-fibres  have  been  permanently  in- 
jured. On  the  other  hand,  it  was  not  till  four  or  five  months 
after  the  occurrence  of  the  abscess  in  the  parotid  region 
(duriug  which  time  the  scar  had  had  time  to  contract  and 
become  firmer)  that  the  phenomena  of  local  blushing  and 
sweating  were  first  observed.  There  are  likewise  one  or  two 
other  points  which  bear  on  the  question  and  which  must  be 
mentioned.  When  the  boy  masticates  with  nothing  in  his 
mouth  [i.  e.  when  he  pretends  to  eat)  the  blushing  and 
sweating  do  not  take  place,  whereas  when  he  puts  a  little 
vinegar*  into  his  mouth  the  phenomena  in  question  appear, 
in  spite  of  the  fact  that  he.  does  not  masticate. 

I  conclude,  therefore,  that  swelling  of  the  salivary  gland 
is  a  condition  necessary  in  this  patient  for  the  occurrence  of 
the  blushing  and  sweating,  and  that  some  such  explanation 
must  be  adopted  as  the  one  which  I  have  suggested.  There 
is,  however,  one  feature  in  the  case  which  I  must  leave 
unexplained  ;  it  is  that  during  the  first  eight  days  or  so,  when 
the  redness  on  eating  was  first  noticed,  it  was,  according  to 
the  patient's  account,  noticed  on  both  sides  of  the  face.  No 
difi^erence  in  the  size  of  the  pupils,  when  he  eats,  can  be 
detected  to  indicate  that  the  sympathetic  fibres  to  the  eye 
are  involved  in  any  way.  The  patient  says  tha.t  he  cannot 
see  Avith  his  left  eye  or  hear  with  his  left  ear  quite  so  well  as 
with  his  right  eye  and  ear;  this  must  be  explained,  I  believe, 
independently. 

It  may  be  noted  that  the  blushing  and  sweating  cease 
within  a  minute  or  two  after  he  leaves  off  eating. 

*  I  was  unsuccessful  in   endeavourinc:  to  obtain  tlie  reaction  by  putting 
either  mustard,  pepper,  or  salt  into  his  mouth. 
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Additional  Note. 

Since  showing  this  case  I  have  had  two  or  three  oppor- 
tunities of  re-examining  the  patient^  and  I  find  that  occa- 
sionally the  sweating  and  blushing  caused  b}^  eating  appear, 
not  only  on  the  left  side  of  the  face,  as  already  mentioned,  but 
also  over  a  small  area  in  front  of  the  lobe  of  the  right  ear. 
The  reaction  on  the  right  side  of  the  face  will  apparently  only 
take  place  when  the  patient  eats  sour  apples  or  acrid  sub- 
stances, and,  unlike  the  reaction  on  the  left  side  of  the  face, 
will  not  occur  when  he  merely  eats  bread. 

I  must  add  that  there  is  a  scar  on  the  right  side  of  the  face, 
situated  in  a  position  corresponding  to  that  of  the  scar  alluded 
to  on  the  left  side  of  the  face.  However,  the  explanation  I 
have  suggested  may  not  be  the  correct  one.  The  blushing 
and  sweating  may  merely  be  an  abnormal  reflex  fi-om  the 
raucous  membrane  of  the  mouth  (and  possibly  also  from  the 
stomach)  in  a  neurotic  subject,  first  appearing  after  the 
debilitating  illness  of  which  the  abscesses  about  the  ears 
formed  part.  If  this  be  so,  the  phenomena  maybe  compared 
with  other  exceptional  reflexes,  such  as  the  sneezing  caused 
by  a  strong  light,  &c. 


VI.— .4  Case  of  Pi/Iorecfowy.     By  L.  A.  Dunn,  M.S. 

Exhibited  October  22,  1897. 

CM.,  set.  57,  whose  case  is  published  in  Gw/s  Hospital 
•  Reports,  vol.  lii,  was  exhibited.  The  pylorus,  which 
was  almost  completely  obstructed  by  a  columnar-celled  car- 
cinoma, was  removed,  and  the  duodenum  joined  to  the  anterior 
wall  of  the  stomach  by  Murphy's  button,  rather  more  than  a 
year  ago.  The  patient  has  gained  3^  st.  in  weight  since  the 
operation;  he  looks  florid  and  well,  he  eats  anything,  and 
never  feels  the  slightest  discomfort.  There  is  no  sign  of 
hernial  protrusion  at  the  cicatrix,  and  he  wears  no  support 
Avhatever.     There  is  no  evidence  of  secondary  deposits. 
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VII. — A  case  of  very  Distensible  Naevus  of  the  Frontal 
Beqion,  witli  defect  in  the  subjacent  bone.  By 
StClair  Thomson,  M.D.  Exhibited  October  22, 1897. 

THE  patient  is  a  man  ?et.  50.  The  condition  which  is 
visible  on  his  forehead  is  congenital,  and  has  always  been 
exactly  as  it  is  at  present  as  long  as  the  patient  can  remember. 
In  the  centre  of  his  forehead  is  a  vertical,  depressed,  bluish, 
cicatrix-like  surface,  about  half  an  inch  long  and  perhaps  a 
quarter  of  an  inch  in  width.  The  Avhite  and  glossy  surface  is 
possibly  due  to  the  action  of  some  caustic  which  he  believes 
was  applied  to  this  point  in  his  childhood.  Beneath  this  the 
smooth,  level  frontal  bone  is  felt  to  be  replaced  by  a  depressed 
surface,  which  is  rough  and  tender.  To  the  left  of  this  is  a 
much  more  marked  condition.  Starting  from  above  the  left 
of  the  glabella  and  passing  obliquely  upwards  and  outwards 
for  one  and  a  half  inches,  the  skin  is  seen  to  be  bluish  and 
wrinkled,  with  a  central  somewhat  puckered  depression. 
On  palpation  it  is  discovered  that  the  bone  immediately  below 
this  uffivus  is  hollowed  out,  the  rough  floor  of  the  hollow 
being  at  some  depth  below  the  ordinary  level  of  the  frontal 
bone,  and  very  tender  to  touch.  The  edge  of  this  bony 
surface  is  distinctly  defined,  and  is  sharp  and  painful  when 
handled.  When  the  patient  talks  this  blue  depressed  surface 
is  seen  gradually  to  unfold  itself  and  rise  above  the  level  of 
the  adjoining  skin;  if  he  strains  in  anyway,  or  blows  his 
nose,  it  swells  out  into  a  round  blue  tumour  about  as  big  as  a 
pigeon's  Qgg.  He  himself  spontaneously  observed  that  it  is 
always  very  prominent  if  he  gets  into  a  passion. 

The  smaller  central  n^vus  also  becomes  prominent,  but  to 
a  lesser  degree.  There  is  no  pulsation  or  thrill  over  this 
ntevus.  On  first  observing  how  prominent  it  became  when 
the  patient  blew  his  nose,  I  thought  there  might  be  a  complete 
defect  of  the  anterior  wall  of  the  frontal  sinus,  and  that  the 
swelling  was  due  to  distension  of  the  frontal  sinus  with  air. 
But  there  is  no  tympanic  resonance  on  percussion  over  the 
tumour,  and  I  have  not  been  able  to  distend  it  with  air 
inflated  into  the  nose  with  a  Politzer's  bag,  while  the  patient 
swallowed  or  held  his  breath.  I  am  therefore  disposed  to 
think  that  either  the  whole  of  the  anterior  wall  of  the  frontal 
sinus  is  not  affected,  or  else  that  this  curious  defect  in  the 
bone  is  not  situated  over  the  sinus,  but  that  it  involves  just 
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the  outer  table  of  tlie  froutal  bone  higher  up  than  the  situation 
ot  the  sinus. 

Zuckerkandl  has  called  attention  to  congenital  defects  in 
the  frontal  bone.  He  has  found  them  chiefly  in  the  orbital 
plate,  so  opening  a  communication  between  the  frontal  sinus 
and  the  orbit.  He  has  usually  found  them  combined  with 
congenital  defect  in  the  ethmoid.  I  have  no  suggestion  to 
offer  as  an  explanation  of  this  anomaly.  It  is,  of  course, 
unconnected  with  the  sutures  of  ossification.  It  is  curious  to 
note  how  very  tender  the  depressed  bony  surface  is. 


VIII. — A   case   of  Bilateral    Coxa  Vara.      By  F.    C. 
Abbott,  M.S.     Exhibited  October  22,  1897. 

THE  boy,  a  van-boy  set.  16,  was  admitted  complaining  of 
stiffness  in  both  hips,  without  pain.  This  commenced 
about  one  year  ago,  when  peculiarity  in  his  gait  was  first 
noticed  by  his  father,  and  he  himself  found  he  could  not  run 
as  well  as  usual.  He  had  had  a  fall  a  fortnight  before  this, 
but  had  apparently  done  himself  no  harm.  All  his  life  up  to 
this  time  nothing*  wrong  with  his  walking  had  been  noticed. 
The  stiffness  rapidly  increased,  being  sometimes  worse  in  one 
hip  sometimes  the  other,  and  within  three  months  his  condition 
was  nearly  the  same  as  at  present.  Since  then  he  hasbeen 
unable  to  do  work  of  any  kind. 

There  is  great  stiffness  with  marked  eversion  of  both  hip- 
joints,  the  patellae  and  feet  pointing  outwards,  while  the  great 
trochanters  look  backwards  and  outwards. 

Flexion  exists  to  only  a  few  degrees,  abduction  is  ex- 
tremely limited  while  adduction  is  faii-ly  free,  and  he  tends 
to  lie  with  his  legs  crossed  in  bed.  Inversion  is  so  restricted 
that  the  patellte  cannot  be  brought  to  look  forwards  and  the 
whole  range  of  rotation  is  much  diminished.  On  attempting 
to  stoop  he  crosses  his  legs,  keeping  the  feet  everted,  and 
performs  a  sort  of  curtsey.  The  gait  can  be  best  described 
as  a  nautical  roll. 

There  is  entire  absence  of  pain  on  handling  or  on 
attempting  passive  movement.  The  trochanters  are  much 
enlarged  and  appear  very  prominent,  especially  from  the 
back,  but  there  is  no  muscular  wasting. 

The  head  of  the  bone  is  in  its  normal  position,  but  its  edge 
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and  tlie  adjacent  part  of  the  neck  feel  unduly  prominent  when 
felt  from  the  front. 

There  is  no  permanent  flexion,  so  tliat  there  is  absolutely 
no  lordosis  when  the  limbs  are  flat  on  the  bed,  at  once 
disting-uishing"  the  case  from  one  of  early  hip  disease. 

The  condition  is  nearly  symmetrical,  but  the  left  limb  is 
a  quarter  to  three  eighths  of  an  inch  shorter  than  the  right. 

The  top  of  the  great  trochanter  is  slightly,  but  quite 
definitely,  below  Nelaton's  line,  and  it  is  only  on  measuring 
by  Bryant's  triangle  that  its  real  raising  becomes  apparent. 
The  exact  measurements  are  shown  below: 


A.S.S 


Fig.  30. 
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A.S.S.  Anterior  superior  spiue.     T.  Great  trochanter.     iV.  Xelatou's  line. 


It  will  be  noticed  that  the  greater  amount  of  the  raising 
of  the  great  trochanter  on  the  left  side  corresponds  to  the 
difference  in  length  between  the  two  limbs. 

The  reason  why  Nelaton's  line  does  not  show  raising  of 
the  trochanter  is,  I  believe,  that  owing  to  the  antero-posterior 
bowing  of  the  neck  the  trochanter  is  brought  inwards  or 
forwards  off  the  line,  and  this  change  of  position  more  than 
compensates  for  the  shortening.  This  source  of  fallacy  is  elimi- 
nated by  Bryant's  method,  and  Professor  Ogston  especially 
dwells  on  the  importance  of  using  this  method  in  coxa  vara. 

Examination  under  anaesthetic  disclosed  nothing  more, 
and  the  movements  remained  as  limited.  There  was  no 
feeling  as  if  bony  contact  were  the  source  of  limitation.  If 
we  except  the  great  trochanter,  no  epiphyses  are  enlarged, 
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and  the  only  other  present  sig-n  of  rickets  is  slight  but 
definite  beading  of  the  fifth,  sixth,  and  seventh  rib  ends. 

There  is  no  history  of  earlier  rickets. 

A  skiagram  shows  great  diminution  in  the  obliquity  and 
shortening  of  the  neck  of  the  femur.  It  also  shows  great 
enlai-gement  of  the  great  ti'ochanter,  and  that  the  epiphysial 
line  is  still  present. 

This  enlargement  of  the  great  trochanter  has  not  been 
noticed  in  previous  cases  of  coxa  vara,  but  if  the  giving  way 
of  the  femoral  neck  be  due  to  rickets,  it  is  obvious  that 
rickety  enlargement  of  this  epiphysis  is  very  likely  at  the 
same  time.  It  seems  to  me  another  argument  in  favour  of 
the  rickety  origin  of  the  deformity.  The  actual  change  in 
the  neck  in  this  case  must  be  a  diminution  in  its  obliquity, 
combined  with  a  bowing,  the  convexity  of  the  curve  being 
forwards  and  upwards. 

No  idea  of  operation  is  at  present  entertained,  but  should 
the  condition  increase,  removal  of  a  wedge  from  the  neck 
with  its  base  forwards  and  upwards,  combined  with  subsequent 
extension,  would  remedy  the  deformity. 

I  am  indebted  to  Mr.  Glutton  for  permission  to  show 
this  case. 


IX. — A  case  of  Bradycardia  ivith  Obstruction  at  the 
Inferior  Vena  Cava.  By  Charles  W.  Chapjian, 
M'.D.     Exhibited  January  14,  1S98. 

THE  patient,  C.  K.,  hairdresser,  was  admitted  into  the 
National  Hospital  for  Diseases  of  the  Heart  on  October  6, 
1897.  He  complained  of  occasional  palpitation  and  a  shooting 
pain  at  the  back  of  the  head.  On  stripping  for  examination 
the  veins  on  the  outer  side  of  the  right  leg,  the  middle  and 
right  side  of  the  abdomen,  were  seen  to  be  dilated  and  vari- 
cose. The  heart  was  beating  feebly;  its  apex  was  in  the  fifth 
space,  l^-  inches  to  the  right  of  the  nipple  line,  and  a  systolic 
bruit  at  apex.  The  substernal  dulness  extended  upwards 
nearly  to  the  neck.  With  the  exception  of  a  little  impaired 
resonance  at  the  right  base  posteriorly,  the  lungs  presented 
no  morbid  physical  sign.  Liver  enlarged  to  1^  inches  of  the 
umbilicus. 

History. — He  was  in  his  usual  health  until  five  and  a  half 
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years  ago,  when  after  influenza  he  suddenly  felt  a  severe  pain 
in  his  head. 

Four  months  afterwards  he  consulted  a  doctor,  who  noticed 
the  dilated  veins  on  the  abdomen. 

He  was  able  to  work  until  the  end  of  189G. 

He  had  a  small,  itching  sore  on  his  penis  twenty  years  ago. 

The  condition  now  seen  has  existed  for  over  five  years. 
The  veins  of  the  left  leg  have  recent!}^  become  varicose. 


X. — A  ease  of  Locomotor  Ataxia  with  almost  Universal 
Analgesia.  By  C.  B.  Beevuh,  M.D.  Exhibited 
Januarij  14,  1898. 

HENRY"  J.  H.,  £et.  55.     No  specific  history. 
Onset. —  Six  years  ago  with  tingling  and  numbness  in 
both  hands.     Sharp,  shooting  pains  in  arms. 

In  1894  he  had  no  paralysis,  but  some  difficulty  in  fine 
movements.  Inco-ordiuation  of  hands  with  eyes  shut.  No 
knee-jerks.  No  ophthalmoscopic  signs.  Pupils  R.  >  L. ;  no 
reaction  to  light;  react  to  accommodation.  No  ataxy  with  eyes 
shut.     No  ataxic  gait,  but  cannot  walk  toe  and  heel. 

Sensation. — Anaesthesia  along  ulnar  border  of  both  upper 
limbs  and  soles  of  feet.  Analgesia  of  whole  of  lower  limbs, 
and  of  both  hands.  Loss  of  muscular  sense  in  the  fingers 
and  thumb. 

October  12. — Analgesia  of  whole  body  except  face.  Loss  of 
sense  to  heat  and  cold  of  whole  body  except  face.  Gastric  dis- 
turbances. Tightness  across  abdomen.  Pains  between  scapulae. 
Slight  diplopia.  Lightning  pains  in  legs  and  along  ulnar 
side  of  arms. 

May  4,  1896. — Lost  sensation  of  micturition. 

Present  state. — Walk  slightly  ataxic  ;  cannot  stand  with 
eyes  closed,  with  feet  apart,  without  staggering;  with  eyes 
open  cannot  stand  with  feet  together ;  cannot  walk  toe  and 
heel.  Can  touch  nose  with  forefinger,  eyes  closed,  fairly 
well.  Analgesia  evei-ywhere,  including  tongue  and  inside 
mouth  and  nostrils,  except  over  face  and  round  mouth.  Loss 
to  heat  and  cold  everywhere  except  round  waist,  level  of 
ninth  and  tenth  dorsal  roots,  and  in  face.  Anesthesia  of 
whole  trunk  up  to  second  rib  and  to  level  of  eighth  cervical 
in  the  upper  limbs ;    (?)  some   tactile  sensation  over  knees 
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and  ankles  in  front.  Loss  of  muscular  sense  of  second,  third, 
and  fourth  fingers  ;  not  of  forefing-er,  thumb,  wrist,  elbow,  or 
shoulder ;  not  of  toe,  ankle,  hip,  or  knee.  Ansesthesia  of 
trunk  extends  down  to  below  umbilicus. 


XI. — A  case  in  ivhich  Trephining  was  performed  ivith 
relief  for  symptoms  of  Cerebral  Tumour.  By  A. 
Peaece  Gould,  M.S.     Exhibited  January  14,  1898. 

ON  February  7,  1897, 1  was  asked  by  Dr.  Tench,  of  Dunmow, 
to  see  the  man  I  show  to  this  Society  to-night.  He  was 
then  foi'ty-one  years  of  age,  married,  a  blacksmith  by  occupa- 
tion, who  had  up  to  the  time  of  his  present  illness  been  a 
steady,  robust,  healthy  man.  There  was  no  history  of  injury 
to  the  head. 

For  about  six  weeks  before  I  saw  W.  F.  he  had  suffered 
from  severe  headache,  which  at  times  became  very  violent, 
causing  him  not  only  to  cease  his  work,  but  even  to  call  out 
in  agony.  There  was  no  vomiting.  This  was  followed  after 
a  time  by  aphasia,  that  again  by  twitchings  in  the  muscles  of 
the  right  side  of  the  face,  and  then  came  on  right  facial 
pals}^,  paralysis  of  the  right  side  of  the  tongue,  fixed  dilated 
pupils,  and  stupor  deepening  into  almost  complete  coma. 

When  I  saw  him  he  was  lying  almost  entirely  unconscious, 
with  the  right  side  of  his  face  paralysed,  his  pupils  dilated 
and  inactive,  his  pulse  slow,  his  temperature  normal ;  I 
was  told  that  the  symptoms  of  brain-pressure  were  steadily 
inci'easing. 

I  surmised  that  he  had  a  tumour  starting  in  his  frontal 
lobe  and  pressing  back  upon  his  motor,  speech,  and  face 
cortical  centres,  and  I  advised  that  he  should  be  trephined 
to  relieve  his  symptoms  and  prolong  his  life. 

This  I  did  at  once,  removing  a  disc  of  bone  with  a  two- 
inch  trephine  over  the  left  face  centre.  The  dura  mater 
bulged  up  into  the  wound  and  did  not  pulsate.  I  divided 
the  membrane,  and  then  the  brain  bulged  still  more  and 
pulsated  distinctly.  The  surface  of  the  brain  appeared 
normal.  I  punctured  it  with  a  director  in  two  or  three 
directions,  but  did  not  obtain  pus  nor  excess  of  cerebro- 
spinal fluid.  I  then  replaced  the  scalp  over  the  protruding 
mass  of  brain. 
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The  patient  soon  began  to  improve.  Four  days  after  the 
operation  Dr.  Tench  noticed  that  the  brain,  which  before  had 
been  protruding-  through  the  trephine  hole,  was  sunk  below 
it;  but  three  days  later  still  the  brain  was  just  slightly  pro- 
minent. There  was  at  no  time  any  escape  of  discharge  of 
any  kind  from  the  wound  or  into  the  nose  and  throat.  A 
week  after  the  operation  the  man  was  quite  conscious,  and 
said  quite  clearly,  "  I  don't  think  I  shall  work  again  for  two 
or  three  months."  He  was  free  from  pain,  and  his  facial 
palsy  was  passing  off- 
All  his  old  symptoms  have  entirely  passed  away.  He  has 
no  headache,  paralysis,  twitching,  or  aphasia.  His  eyes  have 
been  examined  by  my  colleague  Mr.  Lang,  who  reports  "  no 
pathological  change  in  either  eye." 

In  June  he  returned  to  his  work.  One  month  later  he 
had  an  epileptiform  fit,  and  this  has  been  repeated  on  six 
occasions  since  then.  When  I  heard  of  this  in  October  I 
advised  a  longer  rest  from  work,  and  he  has  now  been  free 
from  a  fit  for  nearly  six  weeks.  With  the  exception  of  these 
fits  he  is  now  a  healthy  man. 

The  questions  I  desire  to  ask  are  :  "  What  was  the  cause 
of  his  symptoms  last  Februaiy  ? "  "  Is  the  improvement 
noticed  since  the  operation  due  to  the  treatment  ? "  "  Is 
there  reason  to  hope  that  the  improvement  noticed  will  be 
pei'manent  ?  " 

It  is  only  due  to  Dr.  Tench  to  state  that  he  conducted 
this  case  in  a  cottage  several  miles  away  from  his  own  house, 
and  with  the  aid  of  a  district  nurse  alone. 


XII. — A  case  of  Peripheral  Neuritis  due  to  internal 
administration  of  arsenic.  By  W.  S.  Colman,  M-D. 
Exhibited  January  14,  1898. 

A  GIRL  ^et.  12  was  admitted  to  the  National  Hospital, 
Queen  Square,  in  December,  1897,  with  the  history 
that  on  September  23,  when  she  had  been  suffering  from 
chorea  for  six  days,  she  was  taken  to  another  hospital.  The 
notes  taken  there  show  that  from  September  27  to  October  28, 
with  the  exception  of  six  days  when  the  drug  was  suspended 
in  consequence  of  gastric  disturbance,  she  was  taking  fifteen 
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minims  of   the  liquor  arsenicalis  three  times  a  day.     She  left 
that  hospital  cured  of  the  chorea  and  apparently  quite  well. 

On  November  10  she  complained  that  her  legs  were  weak 
and  tingled.  In  another  week  there  was  distinct  ankle  drop. 
When  admitted  to  Queen  Squai-e  she  had  almost  complete 
paralysis  of  all  muscles  below  the  knee,  absolute  in  the 
extensors,  with  well-marked  reaction  of  degeneration  on  elec- 
trical testing.  There  was  also  weakness  of  the  extensor 
muscles  of  the  forearm  with  diminished  faradic  reaction,  but 
no  reaction  of  degeneration.  There  was  no  alteration  of 
cutaneous  sensibility,  but  there  was  considerable  tenderness 
of  the  leg  muscles.  There  was  well-marked  arsenical  pig- 
mentation in  the  neck  and  groins.  She  was  now  rapidly 
recovering.  She  had  been  kept  in  bed,  and  massage  and 
electricity  had  been  employed,  but  no  drugs  had  been  ad- 
ministered The  case  was  of  interest  owing  to  the  delay  that 
had  taken  place  between  the  cessation  of  the  administration 
and  the  onset  of  the  symptoms.  It  also  showed  that  these 
somewhat  heroic  doses  of  arsenic,  which  had  been  so  highly 
vaunted  in  the  treatment  of  chorea,  were  not  without  serious 
dangers.  Several  instances  of  similar  paralysis  had  come 
under  Dr.  Colman's  notice,  and  in  one  recovery  had  not 
taken  place. 


XIII. — Aneurism  in  the  Groin  of  a  Child,  treated  by 
laying  o^oen  the  sac  and  ligaturing  the  femoral 
artery,  luhilst  the  circulation  tuas  controlled  by 
digital  compression  of  the  common  iliac  through  an 
abdominal  incision.  By  Raymond  Johnson,  B.S. 
Exhibited  January  14,  1898. 

IT'  M.,  a  girl  set.  12.  Admitted  into  the  Victoria  Hos- 
J  •  pital  for  Children,  August  18,  1897,  on  account  of 
an  extensive  painful  swelling  in  the  right  groin  which  was 
thouo-ht  to  be  an  abscess.  She  had  had  two  attacks  of 
rheumatic  fever,  one  two  years  ago,  the  second  two  months 
ao-o.  For  nine  mouths  there  had  been  lameness  and  pain 
in  the  rio-ht  hip,  which  for  six  weeks  had  been  so  severe  as 
altogether  to  prevent  walking.  The  swelling  in  the  right 
groin  had  been  noticed  only  for  fourteen  days. 
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The  child  was  thin  and  pale;  the  fingers  much  clubbed. 
A  loud  systolic  murmur  was  audible  over  the  whole  cardiac 
area,  most  intensely  in  the  second  intercostal  space,  to  the 
right  of  the  sternum  ;  the  apex-beat  was  in  the  fourth  space, 
a  finger's  breadth  external  to  the  nipple  line.  The  right  hip- 
joint  was  flexed  and  abducted,  and  Scarpa's  triangle  was 
occupied  by  a  large  swelling,  most  prominent  just  below 
Poupart's  ligament,  and  extending  slightly  above  it.  The 
overlying  skin  was  hot,  and  at  the  inner  part  slightly  red- 
dened. The  whole  swelling  presented  very  distinct  expanse 
pulsation,  and  over  a  small  ai^ea  on  its  outer  box-der  a  well- 
marked  thrill  could  be  felt.  A  bruit  was  audible  over  the 
whole  swelling,  but  most  markedly  in  the  position  of  the 
thrill.  There  was  no  sign  of  interference  with  the  circulation 
in  the  lower  parts  of  the  limb.  The  swelling  was  diagnosed 
as  an  aneurism  of  the  femoral  artery,  due  to  embolism,  and 
becoming  diffused,  but  the  suggestion  was  regarded  as 
possible,  though  not  probable,  that  an  abscess  due  to  disease 
of  the  hip-joint  had  opened  up  the  femoral  artery  or  one  of 
its  large  branches.  A  fine  aspirator  needle  was  therefore 
introduced,  but  only  a  little  blood  escaped.  During  the  few 
days  before  operation  was  undertaken  the  tumour  became 
harder  and  larger,  and  almost  ceased  to  pulsate. 

It  was  decided  to  lay  open  the  aneurism,  and  to  ligature 
the  artery  above  and  below  the  opening  into  the  sac  ;  and 
further,  seeing  that  the  patient's  condition  rendered  the 
prevention  of  loss  of  blood  of  the  greatest  importance,  it  was 
decided  to  open  the  abdominal  cavity  sufficiently  to  allow  of 
direct  digital  compression  of  the  common  iliac  artery.  This 
was  done  on  October  30.  The  abdominal  incision  was  made 
in  the  outer  part  of  the  right  rectus  abdominis  muscle,  and 
through  this  Mr.  H.  B.  Muir,  the  house  surgeon,  introduced 
his  thumb  and  index  finger  and  held  the  artery.  The 
aneurysm  was  then  laid  freely  open  by  a  vertical  incision,  and 
a  large  quantity  (probably  8  to  10  ounces)  of  fluid  blood 
and  clot  evacuated.  The  clot  was  partly  black  and  partly 
pale  and  laminated,  and  its  removal  was  completed  with  a 
large  Volkmaun's  spoon.  The  pressure  on  the  iliac  ai-tery 
was  for  a  moment  relaxed,  a  spurt  of  blood  issued  from  an 
opening  in  the  femoral  artery  (probably  below  the  origin  of 
the  profunda),  which  lay  exposed  in  the  outer  part  of  the 
cavity.  Without  much  difficulty  a  silk  ligature  was  passed 
round  the  artery  above  and  below  the  opening,  and  the  vessel 
divided  between.  The  abdominal  incision  was  closed,  and 
VOL.  XXXI.  19 
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the  cavity  of  the  aneurism  loosely  filled  with  gauze  plugs,  tlie 
skin  incision  being  only  partly  closed.  The  patient's  progress 
was  uninterrupted,  but  since  the  operation  she  has  worn  a 
Thomas's  hip  splint,  which  was  applied  after  the  flexion  of 
the  hip  had  been  reduced  by  weight  extension.  No  evidence 
of  abscess  formation  was  detected  at  the  operation,  and  the 
fixation  of  the  hip-joint  was  due  probably  to  the  presence  of 
the  aneurism  in  front  of  it ;  possibly  it  was  the  result  of 
rheumatic  synovitis. 

I  have  brought  the  case  forward  chiefly  to  call  attention 
to  the  method  which  was  adopted  of  controlling  the  circula- 
tion through  the  common  iliac  artery,  a  method  Avhich  I 
would  venture  to  recommend  in  any  case  in  which  great 
certainty  in  the  control  is  required.  McBurney  of  New 
York  has  made  use  of  this  method  in  amputation  at  the  hip- 
joint,  and  Chalot  of  Toulouse  has  recommended  that  the 
artery  should  be  exposed  and  compressed  extra-peritoneally 
through  an  incision  similar  to  that  employed  in  the  extra- 
peritoneal method  of  ligaturing  the  vessel. 


XIY. — A  case  of  Lesion  of  left  side  of  2Iedidla  Oblon- 
gata, luith  implication  of  hypoglossal  and  spinal 
accessory  nerves  on  left  side,  and  probably  also  of 
left  resiiform  body.  By  Purves  Stewart,  M.D., 
M.R.C.P.     Exhibited  January  14,  1898. 

rilHE  patient  is  a  man  tet.  38,  married,  a  labourer,  who  was 
J-  a  patient  under  Dr.  Ferrier  in  Queen  Square  Hospital. 
His  family  histor}^  is  unimportant.  His  previous  health  was 
excellent.  He  denies  venereal  disease,  but  admits  the  risk 
of  exposure.  Twenty  months  ago  he  sustained  a  scalp  wound 
in  the  left  frontal  region  from  a  heavy  mallet  which  dropped 
on  it.     No  immediate  symptoms  followed  this  injury. 

A  year  ago  (eight  months  after  the  injury)  he  began  to 
drag  the  right  foot.  Nine  months  ago  he  complained  of 
gradually  increasing  heaviness  and  weakness  of  the  right 
arm.  Five  months  ago  he  developed  hoarseness,  indistinct 
articulation,  and  difficulty  of  deglutition.  Three  months  ago 
he  began  to  have  severe  giddiness  and  unsteadiness  in  walk- 
ing, and  has  been  unable  to  walk  alone  since  then. 
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He  has  been  under  vigorous  antisyphilitic  treatment  for 
the  last  three  months,  but  the  symptoms  nevertheless  have  all 
increased  in  severity. 

Present  condition. — Special  senses  and  optic  discs  normal. 
No  anaesthesia.  The  pupils  are  unequal,  the  left  being 
larger  than  the  right.  Both  pupils  react  normally.  There  is 
rapid  coarse  lateral  nystagmus  on  conjugate  deviation  of  the 
eyes  to  the  right,  slower  nystagmus  on  deviation  to  the  left. 
The  facial  movements  are  normal  and  equal  on  the  two  sides. 
There  is  paralysis  of  the  left  palate  and  left  vocal  cord  (the 
latter  in  the  cadaveric  position).  There  is  no  affection  of  the 
left  trapezius  or  sterno-mastoid.  There  is  paralysis  with 
atrophy  of  the  left  side  of  the  tongue.  The  movements  of 
the  lips  are  normal.  There  is  marked  weakness  and  ataxy  of 
the  right  arm  and  leg'.  The  gait  is  hemiplegic,  the  right  foot 
being  dragged  along  the  ground  when  he  is  assisted  to  walk. 
In  addition  there  is  marked  ataxy  of  both  lower  limbs. 
When  his  eyes  are  shut  he  falls  persistently  backwards  and 
to  the  left.  The  knee-jerks  are  exaggerated,  more  markedly  on 
the  right  side.  There  is  double  ankle-clonus,  also  much  more 
marked  on  the  right  side.  The  right  supinator  jerk  is 
greater  than  the  left.  The  right  plantar  reflex  is  absent,  the 
left  is  brisk.  The  right  cremasteric  reflex  is  faint,  the  left  is 
brisk.  The  right  abdominal  reflex  is  absent,  the  left  is  faint. 
The  sphincters  are  normal. 


XY. — A  case  of  Paralysis  of  the  Right  Arm,  following 
on  dislocation  of  the  shoulder -joint :  o])eration : 
result.     By  F.  C.  Wallis.     Exhibited  Januanj  14-, 

1898. 

THE  patient,  a  female,  had  fallen  downstairs  in  June,  1896, 
and  dislocated  her  right  shoulder ;  this  was  reduced  some 
three  Aveeks  afterwards  at  Dover.  When  seen  at  Charing 
Cross  Hospital  she  had  paralysis  and  wasting  of  the  arm,  with 
complete  ankylosis  of  the  shoulder-joint  and  limited  movement 
in  the  elbow  and  wrist.  All  the  fingers  were  quite  stiff.  The 
patient  suffered  from  constant  pain  in  the  arm  of  a  neuralgic 
type. 

Excision  of  the  head  of  the  humerus  Avas  performed  by 
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Mr.  Wallis  in  November,  1896.  At  the  operation  it  was  seen 
that  the  glenoid  cavity  was  much  enlarged,  and  the  cartilage 
had  disappeared.  The  cords  of  the  brachial  plexus  were  ad- 
herent to  the  periosteum  on  the  inner  side  of  the  bone  just 
below  the  surgical  neck.  These  were  stripped  off  and  the 
wound  sewn  up. 

Massage  was  performed  as  soon  as  possible,  and  kept  up 
for  about  six  weeks  ;  the  patient  then  went  home  for  some 
months,  and  returned  to  London  for  further  massage,  which 
she  has  had  under  Dr.  Fletcher  Little's  guidance. 

The  patient  had  lost  all  pain,  the  skin  and  muscles  of  the 
arm  were  almost  normal,  but  the  fingers  were  still  stiff.  Good 
movement  of  the  shoulder  was  now  possible,  and  the  woman 
was  able  to  dress  and  feed  herself. 

Further  improvement  was  expected  if  the  woman  con- 
tinued with  the  massao-e. 


XVI. — A  case  illustrating  Deferred  but  Complete  Re- 
covery from  Pressure  Paraplegia  treated  by  Laminec- 
tomy {upper  dorsal  region).  By  J.  Hutchinson,  jun. 
Exhibited  February  25,  1898. 

LILY  P.,  «t.  12.  Onset  of  spinal  symptoms  at  age  of  ten, 
some  eighteen  months  before  admission ;  the  curvature 
of  the  spine  had  been  coming  on  much  before  this.  She  was  a 
patient  in  Great  Ormond  Street  and  the  Middlesex  Hospitals 
(three  months  in  the  latter,  treated  by  absolute  rest  in  the 
supine  position  and  galvanism).  On  admission  there  was 
complete  motor  paralysis  of  both  legs,  ankle-clonus,  marked 
anaesthesia  of  legs  and  abdomen,  knee-jerks  exaggerated, 
plantar  reflexes  extremely  marked,  imperfect  control  over 
bladder.  Operation  of  laminectomy  performed  on  December 
27,  1895,  the  laminee  of  four  upper  dorsal  vertebras  being 
removed.     Wound  healed  by  first  intention. 

Patient  was  sent  out  in  February,  1896,  still  with  motor 
and,  to  a  less  extent,  sensory  paralysis,  and  with  tendency  to 
frequent  flexion  of  thighs  (involuntary  and  spasmodic). 

She  was  readmitted  in  July,  1896,  for  cystitis,  and  the 
note  was  made,  "No  benefit  derived  from  the  operation." 
Although  pressure  had  been  completely  removed  from   the 
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back  of  the  cord  by  the  excision  of  four  posterior  arches,  the 
apparent  failure  to  improve  the  paralysis  pointed  to  chronic 
inflammatory  change  in  the  cord  itself,  or  to  the  operation 
having  been  too  long  deferred.  About  nine  months,  however, 
after  the  operation  the  patient  began  steadily  to  improve,  the 
sensation  returning  first,  the  reflexes  becoming  normal,  and 
finally  muscular  power  completely  returned. 

She  can  now  walk  several  miles  at  a  time,  the  back  is  per- 
fectly strong,  the  knee-jerks  are  quite  normal.  It  feels  as 
though  there  was  some  new  bone  developed  at  the  site  of 
operation,  not  replacing  the  spinous  processes,  but  bulging- 
over  the  cord  ;  this,  however,  is  uncertain. 


XVII. — Case  of  Laminectomy  for  Parajjlcr/ia  shorvn 
two  years  after  opei-aUon.  By  F.  C.  Wallis,  M.B., 
F.R.C.S.     Exhibited  February  25,  1898. 

Ijl  T.,  a  man  of  robust  build,  aet.  36,  came  to  the  Metro- 
J»  politan  Hospital  on  March  18,  1896,  with  well-marked 
paraplegia,  which  had  been  coming  on  for  eighteen  months 
gradually,  but  the  progress  had  been  much  more  rapid  for 
the  two  months  previous  to  his  admission. 

When  seen  at  the  hospital  he  had  marked  paraplegia,  but 
localised  touch  accurately.  No  sphincter  troubles.  All  the 
movements  of  the  back  gave  pain,  and  he  had  occasional 
pains  round  the  abdomen.  There  was  a  marked  prominence 
over  the  lower  dorsal  spines.  Syphilis  seventeen  years  ago. 
Two  brothers,  aged  six  and  seven,  died  of  phthisis. 

Laminectomy  was  performed  on  March  27,  and  the  spinous 
processes  and  laminae  of  three  vertebrae  were  removed.  No 
tumour  was  discovered,  and  a  probe  passed  up  and  down  the 
canal  met  with  no  obstruction. 

Within  ten  days  of  the  operation  the  patient  had  lost  all 
the  local  pains,  and  the  legs  were  markedly  improved  under 
three  weeks.  The  veins  of  the  left  leg  became  throinbosed 
soon  after  this,  but  with  this  exception  the  patient  made  a 
steady  progi'ess. 

He  walked  out  of  the  hospital  on  September  9  with  the 
aid  of  a  stick,  and  was  married  within  a  fortnight. 
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It  should  be  stated  that  because  of  the  syphilitic  history 
the  patieut  was  on  autisyphilitic  remedies  both  before  and 
after  the  operatiou. 


XVIII. — A  case  of  Acliondroplasia.     By  Ahchibald  E. 
Garrod,  M.D.     Exhibited  Fehvuarij  25,  1898. 


T 


HE  patient,  E.  M.,  a  little  girl  set.  6  years,  presents  a  typical 
example  of  the  condition  to  which  Parrot  assigned  the 

Fig.  31. 


name  of  achondroplasia,  and  which  is  one  of  those  which  have 
been  inclnded  in  the  category  of  foefeal  rickets.     The  disease 
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is  one  of  intra-uterine  life,  and  the  comparatively  few  sufferers 
from  it  who  survive  their  birth  resemble  each  other  very 
closely,  and  constitute  a  group  of  dwarfs,  the  members  of 
which  may  be  recognised  in  various  works  of  art  and  even 
among  the  gods  of  certain  ancient  mythologies.  The  essential 
feature  is  an  arrest  of  development  of  the  bones  which  are 
formed  in  cartilage,  and  the  changes  which  lead  to  this  ai-rest 
have  been  studied  by  several  obsei'vers,  and  most  recently  by 
Kaufmann,  who  suggests  the  name  of  chondro-dystrophia 
foetalis  as  more  appropriate  than  that  here  employed. 

The  most  striking  feature  in  the  case  is  the  disparity 
between  the  length  of  the  limbs  and  that  of  the  trunk.  The 
humeri  and  femora  are  conspicuously  short  and  somewhat 
bowed  outwards.  The  forearms  and  legs  are  also  very  short, 
but  the  development  of  the  muscles  of  the  limbs  appears 
almost  excessive.  The  fingers  are  conical,  and  cannot  be 
brought  to  lie  in  contact  with  each  other.  The  length  of  the 
trunk  is  quite  as  great  as  in  a  normal  child  of  similar  age, 
and  there  is,  as  in  other  cases  of  achondroplasia,  conspicuous 
lordosis. 

The  circumference  of  the  head  measures  twenty-one  inches, 
but  a  well-marked  depression  of  the  root  of  the  nose  bears 
witness  to  arrest  of  development  of  the  bones  forming  the  base 
of  the  skull.     The  lower  jaw  is  well  developed. 

Some  of  the  above  points  are  well  brought  out  by  the 
appended  comparative  measurements  of  the  patient  when  five 
years  old  and  of  an  ordinary  child  of  the  same  age. 

E.  M.  (Hchoudroplasia).  Xornial  cliild. 

Total  height  .  .  .     37i  inches         ...         40*  inches. 

From  the  vertebra  prominens  to  tip 

of  coccyx  .  .  .  .     16        „  ...         15        ,, 

From  the  acromion  to  tlie  tip  of  the 

middle  finger         .  .  .     11         „  ...         16^       „ 

From  the  acromion  to  the  external 

condyle  of  humerus  .  .       4^       ,,  ...  6j       ,, 

Fromanteriorsuperior  spine  of  ilium 

to  internal  malleolus  .  .14         „  ...  20h       „ 

From    anterior    superior    spine    to 

bottom    of    internal   condyle   of 

femur        .  .  .  .       7i       „  ...         12         „ 

The  child  shows  no  mental  deficiency,  but  is,  if  anything, 
unusually  intelligent  for  her  age. 

When  standing  she  is  able  to  stoop  down  and  kiss  her 
toes,  and  is  able  to  i-aise  herself  dii'ect  from  the  sitting  to  the 
standing  position  with  remarkably  little  effort. 
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XIX. — A  case  of  Xerodermia  Pigmentosa.     By  J.  J. 
Pringle,  M.D.     Exhibited  February  25,  1898. 

MAY  T.,  uow  set.  4  years,  came  under  observation  in 
March,  1897.  She  is  the  only  child  of  her  parents,  who 
are  healthy  young  people,  but  fii'st  cousins.  The  father  is  of 
swarthy  complexion,  her  mother  has  a  particularly  fair  skin. 
No  member  of  the  family  is  known  to  be  affected  in  a  manner 
similar  to  the  child.  In  early  infancy  her  skin  is  said  to 
have  been  remarkably  fair,  but  "  pale  "  rather  than  "  pink.'' 
Her  hair  is  light  bi"0wn  and  irides  bluish-grey. 

In  the  earlier  part  of  the  summer  of  1895,  when  the 
weather  was  extremely  hot,  a  considerable  number  of  freckles 
were  noticed  on  her  face,  but,  naturally  enough,  no  importance 
was  attached  to  them. 

Her  father  being  a  nursery  gardener  in  Kent,  she  was 
constantly  out  in  the  sun,  wearing  a  low-necked  dress,  and 
sometimes  short  sleeves.     She  always  wore  long  stockings. 

It  is  a  little  point  worthy  of  note  that  no  red  or  pink 
spots  were  noticed  in  addition  to  the  freckling,  but  soon  after 
its  appearance  the  skin  was  observed  to  be  very  rough. 
Contrary  to  expectation  the  freckling  did  not  disappear 
during  the  winter  of  1895-6,  while  it  increased  markedly  in 
the  summer  of  1896.  The  appearance  of  so-called  "lumps" 
on  the  face  in  the  ensuing  winter  was  responsible  for  the 
child's  being  brought  to  the  exhibitor,  under  whose  observa- 
tion she  has  been  for  a  year. 

Status  insesens  (February  25,  1898). — A  well-nourished 
girl  of  four  years  of  age,  healthy  in  every  respect  except  as 
regards  her  skin.  She  presents  a  typical  example  of  the 
somewhat  rare  affection  termed  xerodermia  'pigmentosa,  of 
which  between  sixty  and  seventy  cases  are  on  record.  This 
enumeration  does  not  include  the  examples  of  what  may  be 
called  the  senile  type  of  the  disease  recorded  more  especially 
by  Falcao  of  Lisbon,  the  recognition  of  which  had  been 
acknowledged  by  Kaposi  himself,  the  original  describer  of 
the  condition. 

The  morbid  changes  are  confined  to  the  face,  neck,  and 
arms,  as  being  the  parts  exposed  to  direct  sunlight  by  the 
dress  worn  as  described. 

The  face  is  most  mai'kedly  affected,  and  the  most  prominent 
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factor  in  the  disease  is  the  presence  of  innumerable  pigmentary 
macules,  varying  in  tint  from  sti-aw-yellow  to  deep  brownish- 
black,  and  in  size  from  a  mere  pin-point  to  a  hempseed  or 
even  larger.  There  is  general  desquamative  dermatitis  of 
the  face,  the  skin  being  harsh,  rough,  and  scaly.  This  con- 
dition extends  over  the  vermilion  border  of  both  lips,  but  the 
mucous  membrane  of  the  mouth  is  healthy.  More  especially 
over  the  nose  and  adjacent  parts  the  skin  is  also  markedly 
atrophic,  tense,  shiny,  and  can  be  picked  up  only  with 
difficulty.  There  are  distinct,  pale,  depressed  scars,  averaging 
about  the  size  of  a  split  pea,  on  both  sides  of  the  nose  and  on 
the  upper  lip,  resulting  from  the  spontaneous  separation  of 
hard,  horny  little  tumours,  as  observed  by  the  exhibitor.  On 
the  left  cheek,  one  inch  below  the  outer  canthus,  is  a  super- 
ficial erosion  the  size  of  a  split  pea,  resulting  from  the  recent 
separation  of  a  similar  horny  growth.  No  opportunity  has 
been  afforded  for  removing  and  microscopically  examining 
these  growths. 

There  is  cousiderable  photophobia,  and  the  orbital  con- 
junctiva on  both  sides  exhibits  a  condition  indistinguishable 
from  "  granular  lids."  On  close  examination  with  a  magnify- 
ing lens  a  slight  degree  of  telangiectasis  of  the  skin-capillaries 
may  be  noted  here  and  there,  but  this  element  is,  and  always 
has  been,  extremely  slight  in  amount. 

The  neclv  exhibits  only  deep  pigmentary  freckling  over 
the  area  already  indicated. 

The  forearms  and  lower  half  of  the  arms  present  deep 
fi-eckling  and  slight  desquamative  dermatitis,  especially  upon 
their  extensor  aspects ;  the  palms  ai'e  normal. 

A  few  very  faint  pigmentary  macules  are  present  over 
both  legs,  but  their  significance  is  dubious. 

The  urine  has  never  contained  any  abnormal  pigment  or 
other  morbid  substance.  There  is  no  evidence  of  visceral 
disease. 

The  treatment  adopted  is  believed  to  be  unique,  and  was 
founded  upon  the  researches  of  Bowles  and  others  into  the 
action  of  certain  pigments  in  counteracting  the  effects  of  the 
violet  and  ulti-a-violet  rays  of  sunlight  (probably)  in  the 
production  of  sunburn  and  allied  conditions.  The  child's 
face  and  arms  have,  since  she  came  under  observation,  been 
thickly  covered  night  and  day  with  a  brownish-yellow  grease- 
paint of  suet  and  lard  containing  eosin  (tetrabromofluorescin) 
and  "primrose  or  naphthol  yellow"  (the  potassium  salt  of 
alpha-naphthol-sulphuric    acid).      In    the  open    air    a    thick 
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brown  vest  has  always  been  worn,  and  the  hands  and  arms 
have  been  protected  by  gloves. 

The  results  of  treatment  may  be  claimed  to  be  satisfactory 
and  encouraging.  They  comprise — (a)  marked  diminution  in 
the  amount  of  desquamative  dermatitis  present;  (6)  increased 
elasticity  and  improved  nutrition  of  previously  atrophic  skin ; 
(c)  abolition  of  ectropion  and  epiphora  (in  the  first  instance 
very  noticeable  and  troublesome),  and  increased  mobility  in 
the  lips. 

No  diminution  in  the  amount  of  pigmentation  can  be 
determined,  but  the  number  of  horny  growths  (presumably 
of  epitheliomatous  nature)  which  had  developed  during  the 
year  was  very  small,  and  their  extreme  shallowness  and 
spontaneous  separation  indicated  a  low  degree  of  malignancy. 
Minute  doses  of  thyroidin  had  also  been  given  for  a  short 
time,  but  made  the  child  very  ill. 

AVith  regard  to  the  j^rognosis,  the  exhibitor  was  permitted  to 
exhibit  a  water-colour  drawing  of  a  severe  case  of  xerodermia 
pigmentosa  in  a  girl  £et.  7,  who  came  under  his  care  in  1888. 
In  her  case  arrest  of  the  disease  had  apparently  been  brought 
about  at  the  age  of  fifteen  by  remarkably  vigorous  treatment 
carried  out  by  Dr.  Brocq,  of  Paris,  who  scraped  every  horny 
growth  as  soon  as  it  appeared,  thereafter  applying  chlorate  of 
potash  compresses.  In  this  case  the  epitheliomatous  nature 
of  the  ffrowths  was  verified  bv  the  exhibitor. 


XX. —  Case  of  Reta'med  Testis  and  Abdominal  Tumour. 
By  G.  R.  Tl'enek.     Kchibited  February  25,  1898. 

WE.,  set.  56,  engine  fitter,  the  father  of  six  children,  the 
•  subject  of  retained  testis  on  the  left  side. 
As  a  boy  he  could  feel  a  swelling  "as  big  as  an  egg""  in 
the  groin,  with  "  something  moving  about  in  it  "  when  he  was 
in  the  recumbent  position.  This  remained  much  the  same 
until  in  1871  he  went  abroad  and  suffered  from  malarial  fever, 
much  vomiting,  and  "something  like  dropsy"  in  the  legs. 
He  had  dysuria,  but  never  passed  any  blood  or  gravel  in  his 
urine.  The  abdominal  swelling  gradually  showed  itself,  and 
got  bigger  and  bigger  until  it  attained  its  present  size.  For 
the  last  twenty  years  it  has  remained  the  same,  but  is  slightly 
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larger  if  lie  suffers  from  constipation.  He  has  been  the 
subject  of  an  ordinary  ingninal  hernia  on  the  right  side  for 
six  years. 

He  presents  a  large  bulging  of  the  abdominal  wall  occupy- 
ing the  left  iliac  and  lumbar  regions,  extending  to  the  middle 
line  as  high  as  the  umbilicus.  Just  to  the  inner  side  of  the 
anterior  superior  spine  a  hard  mass  about  the  size  of  a 
chestnut  is  to  be  felt,  which  is  freely  moveable. 

The  external  abdominal  ring  is  small,  rather  near  the 
middle  line,  and.  there  is  some  impulse  on  coughing  to  be 
felt  in  this  situation.  The  tumour  is  resonant  on  percussion, 
but  this  is  not  always  so,  as  when  last  examined  by  Dr. 
Kolleston  and  Mr.  Turner  there  was  distinct  dulness  and  a 
sense  of  obscure  fluctuation. 

In  the  recumbent  position  with  the  thigh  flexed  on  the 
abdomen  pressure  seemed  to  cause  some  diminution  in  the 
size  of  the  swelling. 

Mr.  Turner  said  that  he  brought  the  case  forward  for  a 
diagnosis.  It  had  caused  much  difference  of  opinion,  having 
been  thought  to  be  a  retro-peritoneal  fatty  tumour,  a  hydro- 
cele of  the  retained  testis,  a  renal  tumour,  and  an  interstitial 
hernia. 

At  first,  from  the  dulness  on  percussion  and  obscure 
fluctuation,  he  had  been  inclined  to  think  it  might  be  some 
cystic  collection,  but  was  now  inclined  to  the  diagnosis  of 
interstitial  hernia,  and  thought  that  the  varying  percussion 
note  was  due  to  variation  in  the  condition  of  the  gut. 


XXI. — Paraliisls  and  Wasting  of  the  Serrati  Magni 
and  Infra--s2)iiiatu8  Muscles,  following  Double  Em- 
pyema. By  W.  Cayley,  M.D.  Exhibited  February 
25,  1898. 

WALTER  H.,  set.  20,  was  admitted  into  the  Middlesex 
Hospital  on  October  18,  1897,  with  double  basic  pneu- 
monia. His  illness  had  begun  the  day  before  ;  he  passed 
through  a  very  severe  attack,  on  the  eighth  day  a  crisis 
occurred  and  the  threatening  symptoms  abated. 

The  temperature,  however,  did  not  become  quite  normal, 
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and  tliere  were  signs  of  fluid  on  the  left  side.  On  Xovember 
1  the  dulness  reached  to  the  level  of  the  third  rib.  The 
presence  of  pus  having  been  ascertained  by  a  previous  ex- 
ploratory aspiration,  Mr.  Gould  removed  about  two  inches  of 
the  tenth  rib  in  the  line  of  the  angle  of  the  scapula,  and 
introduced  a  drainage-tube. 

The  temperature  still  continuing  to  rise  at  night,  and 
there  being  dulness  at  the  right  base  as  high  as  the  angle  of 
the  scapula,  on  November  11,  the  presence  of  pus  having- 
been  ascertained  by  an  exploratory  aspiration,  Mr.  Morris 
removed  a  corresponding  portion  of  the  right  tenth  rib  and 
introduced  a  drainage-tube. 

The  patient  now  rapidly  convalesced,  and  on  November  25 
was  sent  to  the  Convalescent  Hospital  at  Clacton-on-Sea. 
The  wound  on  the  left  side  had  quite  healed,  and  there  was 
hardly  any  discharge  from  the  right  side. 

AVliile  still  in  the  Middlesex  Hospital  patient  noticed  that 
he  could  not  properly  raise  his  arms,  but  he  said  nothing 
about  it.     At  Clacton  this  loss  of  power  increased. 

He  was  readmitted  into  the  Middlesex  Hospital  on 
January  29.  There  was  now  complete  wasting  and  paralysis 
of  both  serrati  maofui,  and  also  wasting:  of  the  left  infra- 
spinatus  muscle,  and  none  of  these  three  muscles  gave  any 
response  either  to  faradism  or  to  galvanism.  All  the  other 
scapular  muscles  as  far  as  could  be  ascertained,  and  also 
the  latissimi  dorsi,  responded  normally. 

He  was  ordered  to  have  ii\iij  of  Liquor  Strychnise  hypo- 
dermically  daily,  and  to  be  galvanised.  This  treatment  has 
been  continued  up  to  the  present  time.  The  affected  muscles 
are  now  again  beginning  to  respond  to  both  currents.  A.C.C. 
and  A.O.C.  are  equal  to  C.C.C.  There  is  also  increased  power 
in  raising  the  arms. 

The  incisions  are  too  low  down  for  any  injury  to  have 
been  done  to  the  serrati  or  the  long  thoracic  nerve.  More- 
over the  left  supra-scapular  nerve  is  paralysed. 

Dr.  Eobiuson,  the  lecturer  on  anatomy  at  the  Middlesex 
Hospital,  who  saw  the  case,  suggested  that  the  long  thoracic 
nerve  and  the  supra-scapular  nerve  are  close  to  one  another 
and  also  to  the  apex  of  the  pleura,  and  that  possibly  some 
extension  of  inflammation  from  the  pleura  might  have  reached 
them  at  this  point.  I  am  not  aware  of  any  similar  sequence  to 
the  operation  for  empyema  having  occurred,  and  perhaps 
the  peripheral  neuritis  was  the  result  of  septicaemia. 
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XXII. — A  ca,se  of  Paraplegia  due  to  spinal  caries 
treated  by  M.  GaloVs  metJiod.  By  Edward  Cotterell. 
Exhibited  February  25,  1898. 

ED.,  a3t.  5  years.  Motliei*  first  noticed  sometliing-  wrong 
•     with  back,  December,  1896. 

Admitted  into  Hospital  for  Nervous  Diseases,  Welbeck 
Street,  in  June,  1897,  under  Dr.  Outterson  Wood,  suffer- 
ing from  complete  paraplegia  due  to  caries  of  spine  in  upper 
dorsal  region.  Treated  by  rest  in  bed  and  double  extension, 
but  no  improvement  was  manifested. 

September  7,  1897. — Mr,  Cotterell,  under  chloroform, 
extended  spine,  and  patient  was  fixed  up  in  plaster-of-Paris 
jacket.  Within  a  week  movement  of  the  legs  commenced, 
and  progress  has  steadily  been  maintained. 

Plaster  jacket  removed  February  18,  1898. 

Patient  can  now  walk,  run,  and  jump  without  pain  or 
discomfort. 


XXIII. — A  Case  of  Congenital  Dislocation  of  the  Rip. 
By  B.  B.  Brodhurst.  UxJiibited  Fehmary  25, 
1898. 

JD.,  ^t.  22,  came  to  me  in  January,  1897,  sent  by 
•  Dr.  Sinclair  Thompson  for  this  dislocation.  Lameness 
was  discovered  in  the  first  year  of  his  life,  for  which  many 
were  consulted  at  Manchester  and  elsewhere.  Especially 
Dr.  Budd,  of  Barnstaple,  advised  for  him,  and  predicted  that 
at  fifteen  years  of  age  he  would  be  stronger  and  less  lame. 
However,  lameness  increased  as  he  grew,  until  when  I  saw 
him  there  was  shortening  of  the  limb  to  the  extent  of  three 
inches.  The  head  of  the  femur  was  prominent  on  the  dorsum 
ilii,  and  there  was  much  muscular  rigidity,  especially  of  the 
adductors.  These  I  divided  subcutaneously,  as  well  as  some 
of  the  trochanteric  muscles,  and  forthwith  replaced  the 
femoral  head  in  the  acetabulum.  Later  also  1  divided  the 
tendo  Achillis,  for  although  the  heel  was  pressed  firmly  on 
the  ground  the  muscles  of  the  calf  were  retracted.     He  now 
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(February,  1898)  walks  firmly  and  well,  and  without  support 
of  any  kind. 


XXIV. — A  case  of  Rupture  of  the  Ligamentmn  Patellae. 
'Bj  W.  Watsox  Cheyne,  F.R.S.  Exhibited  February 
25, 1898. 

T)  H.,  fet.  29,  admitted  to  King's  College  Hospital  on 
Xt  •  March  5,  1897,  with  rupture  of  the  left  ligamentum 
patellae.  The  history  was  that  about  nine  months  previously 
he  had  a  very  severe  sprain  to  his  knee,  and  since  that  time 
the  knee  had  been  someAvhat  weak.  Three  weeks  before 
admission  he  was  going  downstairs  and  slipped,  and  made  a 
violent  effort  to  save  himself ;  he  fell,  however,  but  was  able 
after  a  little  time  to  walk  home.  The  knee  swelled  very 
much,  and  for  four  or  five  days  he  stayed  in  bed.  He  then 
went  back  to  his  work,  which  is  that  of  a  compositor,  for  a 
week,  w^hen  one  day  on  returning  from  his  work  his  left  leg 
doubled  under  him,  and  he  collapsed  on  the  pavement ;  he 
got  up  and  walked  home,  but  stayed  in  bed  again  for  two  or 
three  days,  and  then  again  went  to  work.  On  the  day  that 
he  was  admitted  the  knee  doubled  under  him  again  as  before, 
but  he  was  able  to  walk  from  Fleet  Street  to  the  hospital. 

On  admission  it  was  clear  that  the  ligamentum  patellae  was 
completely  ruptured.  There  was  a  considerable  amount  of 
effusion  of  blood  into  the  knee-joint,  there  was  a  distinct 
gap  between  the  patella  and  the  tibia,  and  the  ligamentum 
patellae  was  evidently  not  attached  to  the  patella.  A  con- 
siderable thickish  mass  was  felt  on  the  inner  side  of  the 
knee  just  below  the  patella,  and  another  also  on  the  outer 
side.  The  patient  was  quite  unable  to  lift  his  leg-  from  the 
bed.  Not  only  was  there  a  gap  between  the  patella  and  the 
tibia,  but  there  was  considerable  drawing  upwards  of  the 
patella. 

On  March  10  I  made  a  curved  incision  with  the  convexity 
downwards,  passing  just  below  the  tubercle  of  the  tibia,  and 
turned  up  the  flap  so  as  to  completely  expose  the  lower  part 
of  the  patella  and  the  region  of  the  ligamentum  patellae ;  it 
was  then  found  that  there  was  complete  separation  of  the 
patella  from  the  tibia.  On  searching  for  the  upper  end  of 
the  ligamentum  patellae  nothing  could  for  some  time  be  found, 
but  presently  it  was  clear  that  the  remaining  fibres  of  the 
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upper  portion  of  the  ruptured  ligament  had  coiled  up  under- 
neath the  patella  and  become  adherent  to  its  under  surface. 
As  regards  the  lower  part,  the  ligamentum  patellae  proper 
was  so  infiltrated  with  blood  and  lymph  tliat  it  was  im- 
possible to  isolate  a  distinct  ligament,  and  the  nodules 
which  had  been  felt  on  each  side  of  the  situation  of  the 
ligament  were  masses  of  partially  organised  blood-clot 
and  tissue.  Having  defined  as  well  as  possible  the  upper 
and  lower  parts  of  the  fibrous  band,  an  attempt  was  made 
to  push  the  patella  downwards  so  as  to  get  some  sort  of 
union  between  the  two ;  but  this  was  found  to  be  quite  im- 
possible, a  gap  of  nearly  an  inch  remaining  between  the 
divided  portions.  A  hole  was  then  bored  transversely  in  the 
tubercle  of  the  tibia,  through  which  a  stout  silver  wire  was 
passed ;  two  holes  were  then  bored  in  an  upward  direction 
from  the  lower  edge  of  the  patella  to  its  anterior  surface 
about  an  inch  higher,  and  the  two  ends  of  the  wire  were 
passed  up  through  these  holes.  The  wire  was  then  tied,  and  as 
the  loop  was  tightened  ultimately  the  patella  was  forced  down 
to  about  its  normal  position;  the  ends  of  the  wire  were  then 
twisted,  cut  off,  and  hammered  down  out  of  reach.  It  was 
then  possible  with  a  catgut  suture  to  stitch  together  the  fibrous 
tissue,  but  no  pi'oper  union  which  would  have  held  the 
slightest  strain  could  be  obtained  :  the  wound  was  stitched 
up,  and  healed  by  first  intention,  and  on  the  eighteenth  day 
after  the  operation  he  was  sent  home.  For  a  few  days  in  the 
hospital  he  wore  a  back  splint ;  it  was  then  discarded  while 
he  was  lying  in  bed,  but  when  he  was  discharged  a  splint  was 
put  on,  and  he  was  told  to  wear  it  for  another  week.  Before 
he  left  the  hospital  it  was  noted  that  he  could  lift  his  heel 
from  the  bed  for  about  six  inches  when  the  knee  was  fixed. 
He  began  to  walk  in  the  fourth  week  after  the  operation,  and 
very  soon  afterwards  resumed  work,  taking  great  care  not  to 
bend  his  knee  more  than  was  necessary,  and  he  avoided  any 
attempt  to  obtain  movement  in  the  joint.  The  patient  did 
not  present  himself  again  till  January  of  this  year,  when  he 
stated  that  he  had  a  most  useful  leg,  often  worked  more  than 
sixteen  hours  a  day  standing  and  walking  about,  and  that 
the  leg  was  quite  firm  and  strong*.  There  was  considerable 
movement  of  the  knee,  but  he  was  unable  to  bend  it  quite  to 
a  right  angle  ;  he  could  kick  with  it  and  extend  it  fully 
without  any  trouble.  The  wire  could  still  be  felt  passing 
between  the  tibia  and  the  patella ;  there  Avas  no  pain  or 
uneasiness  of  any  kind. 
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Tiie  points  of  interest  in  this  case  ai^e,  in  tlie  first  place, 
the  fact  that  the  patient  could  walk  after  he  had  ruptured 
liis  ligameutum  patellae.  I  should  think  it  highly  probable 
that  he  really  ruptured  his  ligamentum  patellee  three  weeks 
before  his  admission  to  the  hospital,  judging  from  the  great 
infiltration  of  the  ligament  when  we  came  to  operate  on  it, 
and  the  way  in  which  the  fibres  had  become  adherent  to  the 
under  surface  of  the  patella.  Further,  the  construction  of 
the  ligamentum  patellee  out  of  silver  wire  is  a  point  also  of 
great  interest.  When  I  found  that  I  was  unable  to  approxi- 
mate the  patella  to  the  remains  of  the  ligament,  and  even  had 
I  succeeded  in  doing  so  that  no  proper  union  which  could  have 
borne  any  strain  would  have  been  obtained,  I  was  in  a  con- 
siderable quandary,  and  it  was  not  until  this  idea  of  uniting 
the  patella  to  the  tibia  with  silver  wire  occurred  to  me  that  I 
saw  any  prospect  of  doing  him  any  good.  Whether  this  wire 
still  holds  and  acts  as  a  ligament,  or  whether  it  has  now  cut 
through  the  bone  and  is  simply  lying  there,  I  cannot  say  ;  I 
rather  fancy  that  it  has  now  cut  through,  and  that  he  is 
walking  now  with  the  fibrous  union  which  resulted  between 
the  parts  stitched  together  with  the  catgut.  He  will  not, 
however,  submit  to  have  the  wire  removed,  because  he  fancies 
that  it  is  a  great  protection  to  him,  nor  have  I  been  able  to 
have  a  skiagTam  taken. 


XXV. — A    cane   of  Gastro-jejunostoimj.      By  Edwaed 
CoTTERELL.     Exhibited  Februanj  25,  1898. 


T 


HE   patient,   Gr.    H.    R.,    male    set.    58,    omnibus    driver, 
admitted  under  my  care  at  Cancer  Hospital  in  November, 
1897,  with  pyloric  obstruction  and  dilatation  of  stomach. 

Present  illness  began  two  years  previously  with  symptoms 
of  dyspepsia.  Patient  gradually  became  worse,  as  pain  and 
vomiting  after  food  supervened.  Has  been  treated  by  medi- 
cines and  been  taught  how  to  wash  out  stomach,  which  gives 
a  certain  amount  of  relief.  Losing  flesh  rapidly ;  weighs  only 
8  St.  12  lbs. 

The  vomit  consists  of  a  profuse  frothy,  offensive  brown 
material.  Upon  physical  examination  stomach  was  found 
very  dilated,  but  no  tumour  could  be  felt. 
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November  IG,  1897. — Gastro-jejunostomy  performed.  At 
operation  a  hard  mass  felt  at  posterior  surface  of  pylorus. 

Patient  rapidly  recovered  from  operation,  and  began  to 
put  on  weight. 

At  present  time  he  weighs  11  st,  12  lbs.,  looks  well,  and 
states  that  he  "  never  felt  better  in  his  life." 


XXVI, — A  case  of  Ciraves^  Disease  in  ichich  Bradi/' 
cardia  has  supervened.  By  W.  Pasteue,  M.D. 
Exhibited  April  29,  1898. 

^/J  ARY  AXN  S.,  a  widow  aet.  65,  The  patient  dates  her 
illness  from  an  operation  of  uncertain  nature  in  the 
Gynaecological  Department  of  Guy's  Hospital  some  twenty 
years  ago,  as  it  was  closely  followed  by  typical  symptoms  of 
Graves'  disease.  At  about  the  same  period  she  was  subjected 
to  much  worry  and  trouble  at  home. 

She  has  now  been  under  observation  at  the  Middlesex 
Hospital  for  some  ten  or  twelve  years.  When  first  seen  there 
by^Dr,  Pringle  the  chief  symptoms  were  well-marked  pro- 
ptosis,  enlarged  pulsatile  thyroid,  frequent  pulse  (136),  agita- 
tions, tremors,  sweats,  &c.  Under  his  observation  the  thyroid 
gradually  dwindled  to  an  atrophic  state. 

Her  condition  has  not  altered  materially  since  she  was 
transferred  to  my  care  some  two  or  three  years  ago.  The 
proptosis  remains  in  statu  quo,  and  the  atrophied  thyroid 
cannot  be  felt.  The  patient  is  nervous  and  tremulous,  and 
complains  principally  of  her  heart.  She  continues  to  have  bad 
attacks  of  cardiac  distress,  with  prascordial  pain,  dyspnoea, 
and  a  tendency  to  syncope.  During  these  her  pulse  generally 
falls  below  its  now  usual  rate  of  betAveen  40  and  50  beats  per 
minute.  Rates  of  35  and  30  have  been  observed  on  such 
occasions.  On  the  other  hand,  during  excitement  it  may  rise 
temporarily  to  80  or  even  90. 

I  have  been  unable  to  ascertain  the  exact  date  at  which 
bradycardia  supervened.  It  was  already  present  when  I  first 
saw  the  patient. 

There  has  been  organic  disease  of  the  heart  for  many 
years.  There  is  a  rough  systolic  murmur  in  the  aortic  area, 
and  the  left  ventricle  is  decidedly  hypertrophied  and  some- 
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what  dilated.  The  signs  are  suggestive  of  degenerative 
roughening,  with  relative  rather  than  actual  narrowing  of 
the  aortic  orifice,  for  the  pulse  is  of  fairly  full  volume  and 
regular. 

The  urine  has  a  specific  gravity  of  1016  to  1020,  and  is 
free  from  albumen.  Transient  oedema  of  the  ankles  has  been 
frequently  present  during  the  last  six  months. 

The    demeanour    and    facial    expression    are    placid    and 

Fig.  31. 


almost  apathetic,  and  at  times  superficially  resemble  myx- 
oedema,  but  speech  is  ready,  and  the  movements  fairly  brisk 
for  a  woman  of  her  age.  She  states,  however,  that  during 
recent  years  her  voice  has  changed  and  become  more 
"  scrapy,"  and  that  she  is  now  very  sensitive  to  cold.     She 
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has  also  lately  observed  an  increasing  clumsiness  of  the 
fingers  in  performing  fine  movements,  such  as  picking  up  a 
pin.     She  has  derived  no  benefit  from  "  thyroid  "  treatment. 

Is  this  a  case  in  which  the  symptoms  of  myxoedema  are 
becoming  gradually  substituted  for  those  of  Graves^  disease, 
or  can  the  bradycardia  be  satisfactorily  explained  by  the 
degenerative  lesions  of  the  heai't  and  aorta  ?  Personally  I 
do  not  think  that  under  present  conditions  a  definite  opinion 
can  be  formed. 

Myxoedema,  it  is  true,  is  now  a  recognised  sequel  of 
Graves'  disease,  but  of  its  frequency  we  as  yet  know  nothing. 
On  the  other  hand,  it  is  worthy  of  note  that  Graves^  disease 
hardly  ever  figures  as  an  antecedent  in  the  history  of  cases  of 
myxcedema. 


XXVII. — A  case  of  Acute  Gangrenous  Appendicitis  in 
a  hoy  :  removal  of  appendix  twenty-six  hours  after 
the  onset.  With  specimen.  By  Walter  Gr.  Spencer. 
Exhibited  April  29,  1898. 

THE  patient,  a  boy  set.  13,  is  a  fresh-coloui-ed,  stout,  healthy- 
looking  boy,  the  subject  of  occasional  epileptic  fits.  He 
had  a  fit  four  days  before  the  attack,  and  has  had  two  during 
convalescence,  but  he  has  never  hurt  himself  or  been  other- 
wise than  well  after  recovery  from  the  stupor.  The  stomach- 
ache he  has  had  has  never  been  peculiar  in  any  way,  and  has 
only  been  referred  to  the  umbilical  region. 

On  the  morning  of  the  onset  he  ate  his  usual  breakfast. 
An  hour  afterwards  he  was  suddenly  attacked  with  severe 
pain  in  the  right  ileo-ceecal  region,  which  persisted  and  re- 
mained of  the  same  character  throughout.  His  mother  gave 
him  a  dose  of  castor  oil,  which  acted  in  the  ordinary  way  but 
produced  no  relief.  He  also  vomited  without  the  pain 
altering. 

When  seen  he  was  twisting  about  on  the  bed  and  crying 
out  with  the  pain.  When  asked  its  situation  he  pointed  with 
his  finger  to  MacBurney's  spot.  He  always  pointed  to  the 
same  spot,  which  was  extremely  tender  to  the  slightest  pres- 
sure, whilst  he  did  not  complain  of  gentle  pressure  over  the 
rest  of  the  abdomen.     The  abdomen  was  retracted,  the  tern- 
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jDerature  between  102°  and  103°  F.,  the  pulse  between  90  and 
100.  He  had  his  present  fresh  colour,  and  his  tongue  was 
moist.  Whilst  being  examined  he  vomited  pultaceous 
material.  The  appendix  was  immediately  removed  through 
an  incision  parallel  to  Poupart's  ligament.  There  were  no 
adhesions  or  other  peritoneal  inflammation,  but  the  appendix 
was  found  doubled  on  itself  behind  the  caecum,  and  was  re- 
moved by  the  extra-peritoneal  method  described  by  Mr. 
Barker.  The  wound  was  sutured  in  stages.  All  symptoms 
ceased,  and  convalescence  was  uninterrupted. 

The  appendix  is  shown  preserved  in  formalin,  and  is  seen 
to  be  gangrenous  beyond  the  bend.  The  distal  portion  con- 
tains about  a  teaspoouf ul  of  soft  faecal  material,  which  must 
have  collected  before  the  kink  took  place.  The  kink  clearly 
caused  venous  congestion,  thrombosis,  and  strangulation, 
followed  by  gangrene.  Although  perforation  had  not 
occurred,  yet  on  squeezing  the  specimen  after  removal  a 
bead  of  pus  appeared  on  the  surface. 


XXVIII. — A  case  of  Amyotrophic  Lateral  Sclerosis, 
showing  lower  jaw  clonus.  By  C.  E.  Beevob,  M.D. 
Exhibited  Ajrril  29,  1898. 

WOMAN  set.  47. 
Onset. — Gradual    two    years    ago,    Avith    difficulty    of 
speaking.     Six  months  some  atrophy  of  the  left  hand. 

At  i)resent  speech  is  very  difficult  and  rather  nasal.  The 
soft  palate  does  not  move  to  phonation,  and  the  uvula  is  only 
slightly  raised,  but  it  acts  readily  to  reflex  tickling.  She 
cannot  close  the  posterior  nares  to  inflate  the  cheeks.  Vocal 
cords  act  well.  Tongue  is  wasted,  and  presents  fibrillar 
tremors.     Lower  jaw  jei'k  and  jaw  clonus  well  marked. 

U'p'per  limb. — Slight  wasting  of  left  posterior  interosseus 
supply.     The  deep  reflex  on  tapping  the  radius  is  increased. 

Lower  limbs  are  slightly  rigid.  Knee-jerk  increased. 
Slight  ankle  clonus. 

The  most  important  point  is  the  clonus  of  the  lower  jaw, 
which  is  diagnostic  of  sclerosis  of  the  pyramidal  tracts,  and 
which   is   a  symptom  I  observed  first  in  1881,  and  which  I 
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have  only  seen    in    one    other  kind  of    case,  namely,  hemi- 
plegia. 

In  this  case  the  lesion  is  chiefly  a  sclerosis  of  the  upper 
motor  segment,  the  pyramidal  tract;  and  the  lower  motor 
segment,  comprising  the  motor  cells  of  the  bulbar  nuclei,  is 
very  little  affected.  This  is  well  shown  by  the  soft  palate 
being  paralysed  for  voluntary  movements,  but  reacting  readily 
reflexly. 


XXIX. — A  case  of  Hemiplegia  in  the  third  week  of 
Enteric  Fever.  By  H.  D.  Rolleston,  M.D.  Ex- 
hibited April  29,  1898. 

A  LEFT-HANDED  man  £et.  30  came  to  my  out-patient  room 
at  St.  George's,  with  left  hemiplegia  and  some  difficulty 
of  speaking.  The  paralysis  came  on  suddenly  without  any 
fit  on  about  the  twenty-fourth  day  of  enteric  fever,  and  was 
accompanied  by  complete  aphasia.  At  no  time  was  there 
any  cardiac  murmur.  He  was  treated  in  the  Fulham  Union 
Infirmary,  and  I  am  indebted  to  Dr.  Wiggius  for  courteously 
giving  me  information  about  the  case.  The  fever  ran  its 
ordinary  course,  the  temperature  becoming  normal  six  days 
after  the  onset  of  paralysis.  There  was  no  intestinal  haemor- 
rhage, no  relapse,  and  no  thrombosis  elsewhere.  It  was 
thought  that  there  might  possibly  be  syphilitic  arteritis,  and 
iodide  of  potassium  was  given. 

The  patient  was  in  the  army  reserve,  and  denied  syphilis, 
while  no  sign  of  it  was  found  in  his  body.  His  wife  has  had 
two  healthy  children  and  no  miscarriages.  He  has  never  had 
sunstroke. 

He  has  regained  power  very  fairly  in  his  left  leg,  but  not 
in  the  arm,  and  the  face  shows  slight  facial  paralysis  of 
centric  origin.  His  speech  has  also  improved  very  much. 
The  knee-jerk  on  the  affected  side  is  not  exaggerated. 

F.  H.  Hawkins  {Clinical  8ocietr/s  Transactions,  vol.  xxvi, 
p.  60)  collected  seventeen  cases  with  two  post-mortem  exami- 
nations, and  considers  that  when  it  occurs  late  in  the  course 
of  the  disease  it  is  embolic,  and  due  to  clot  carried  from  the 
heart. 

Osier  {Journal  of  Nervous  and  Mentcd  Disease,  May,  1896) 
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records  two   further  cases,  and   considers   that   it  is  due  to 
arterial  thrombosis,  and  not  to  embolism. 

During  this  patient's  recovery  he  has  been  taking  iodide 
of  potassium,  but  there  is  no  positive  evidence  to  show  that 
syphilitic  endarteritis  had  any  share  in  bringing  about  the 
hemiplegia. 


XXX. — A  case  of  Osteitis  Deformans.  By  H.  D. 
RoLLESTOx,  M.D.,  and  C.  T.  Dent.  Exhibited 
April  29,  1898. 

A  WIDOW  8sfc.  52  had  had  three  healthy  children,  the  last 
when  she  was  twenty-eight  j^ears  of  age ;  she  had  had 
no  miscaxTiages,  and  there  was  no  evidence  of  syphilitic 
disease. 

Symptoms  pointing  to  osteitis  deformans  began  twelve 
vears ago  with  pain  and  enlargement  of  the  left  shin  and  leg; 
the  thighs  were  next  aifected,  and  then  the  right  leg.  These 
changes  developed  in  about  three  years'  time.  The  arms 
became  affected  subsequently,  and  pains  were  experienced 
in  all  the  limbs,  in  the  head,  and  especially  in  the  hips. 

She  was  admitted  to  St.  George's  Hospital  with  bronchitis. 
The  head  is  enlarged  from  prominence  of  the  frontal  and 
parietal  bosses  and  the  large  forehead  somewhat  dwarfs  the 
face.  The  mastoid  and  occipital  regions  are  also  prominent. 
There  is  marked  deafness.  There  is  some  kyphosis  in  the 
dorsal  region  of  the  spine.  The  clavicles  are  very  slightly 
affected.  Both  humeri  are  thickened.  The  upper  halves  of 
the  bones  of  the  forearm  are  thickened,  more  especially  on  the 
left  side.  The  bones  of  the  forearm  are  bent  so  as  to  resemble 
an  ape's,  and  the  movements  of  supination,  pronation,  and 
extension  are  interfered  with.  Both  femora  are  much  thickened 
and  bent  outwards.  When  the  ankles  are  in  contact  the  knees 
are  5^  inches  apart;  this  is  partially  due  to  curvature  of  the 
legs,  for  when  the  legs  are  crossed,  the  knees  being  in  contact, 
the  ankles  are  7^  inches  apart.  The  tibia3  and  fibula  are 
thickened  and  curved  outwards  in  their  middle  third,  and 
show  considerable  thickening  anteriorly.  The  left  leg  is 
more  markedly  changed  than  the  right.     The  hands  and  feet 
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are  uot  affected.  The  patient  suffers  much  pain  in  the  limbs, 
and  especially  in  the  hips.  Urine  1022,  acid,  no  albumen  or 
sugar,  no  manifest  excess  of  phosphates. 

Treatment  by  thyroid  extract,  potassium  iodide,  salicylate 
of  soda,  has  not  been  very  successful. 

Skiayraiii. — Owing  to  the  position  of  the  limb  the  size  of  the 
tibia  is  exaggerated.  The  bones,  though  increased  in  thick- 
ness, are  more  transparent  to  the  X  rays  than  in  health,  but 
offer  a  very  marked  contrast  to  the  appearance  in  mollities 
ossium.  The  apparent  increase  in  thickness  of  the  compact 
tissue  of  the  tibia  is  due  to  the  rounded  form  of  the  bone. 
In  the  lower  two  thirds  of  the  tibia  a  species  of  bony  network 
can  be  seen,  as  the  trabeculee  appear  to  interlace  and  give 
the  appearance  of  being  aiTanged  in  curving  lines,  resembling 
the  '' dirt-band"  marking  of  a  glacier.  The  overlying  skin 
is  thinned. 


XXXI. — A  case  of  Empyema  treated  by  excision  of 
ribs.  By  F.  de  Havilland  Hall,  M.D.  Exhibited 
April  29,  1898. 

ELIZABETH  S.,  ^t.  25,  was  admitted  into  the  Westminster 
Hospital  November  22,  1894,  with  a  history  of  pleural 
effusion  on  the  left  side  dating  from  April,  and  for  which 
she  had  been  aspirated  on  May  1,  July  4,  and  October  14. 
On  the  first  two  occasions  3i  pints  of  fluid  were  removed, 
and  on  the  third  occasion  the  fluid,  which  was  thick,  was  not 
measured. 

On  December  1  two  inches  of  the  fifth,  sixth,  and  seventh 
ribs  were  removed,  and  11  oz.  of  slightly  purulent  fluid 
escaped. 

On  December  22  she  left  the  hospital. 

On  October  17,  1895,  the  patient  was  readmitted  with 
effusion  into  the  left  pleura,  dulness  extending  up  to  the  third 
rib  in  front;  pulsation  synchronous  with  the  cardiac  systole 
could  be  felt  over  the  dull  area. 

On  October  25  Mr.  Spencer  incised  the  chest,  letting  out 
38  oz.  of  pus,  and  removed  portions  of  four  ribs  in  the 
posterior  axillary  line.  The  cavity  was  plugged  with  cyanide 
gauze. 
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In  January^  1896,  the  patient  had  an  attack  of  pneumonia 
of  the  right  base. 

On  February  4,  as  the  cavity  did  not  drain  satisfactorily, 
Mr.  Spencer  removed  more  pieces  of  ribs  down  to  the  attach- 
ment of  the  diaphragm.  In  spite  of  the  free  removal  of  ribs 
it  was  difficult  to  drain  the  cavity  completely  on  account  of 
a  pouch  formed  by  the  left  half  of  the  diaphragm.  By  care- 
fully irrigating  the  cavity  with  boric  acid  solution  and  plug- 
ging it  with  cyanide  gauze  it  had  almost  completely  closed  by 
March  13,  when  she  left  the  hospital. 

February  11, 1897,  she  came  to  the  hospital,  and  reported 
that  there  had  been  no  discharge  since  the  end  of  January, 
and  the  sinus  was  now  completely  closed. 

When  exhibited  the  patient  was  in  good  health,  and  could 
walk  two  or  three  miles  without  difficulty.  She  had  no  cough 
or  other  symptom,  and  there  was  only  very  slight  spinal  curva- 
ture. The  left  chest  measured  11  inches,  as  against  14  inches 
on  the  right  side.  There  was  fair  movement  on  the  left  side, 
and  the  breath-sounds  were  normal  above  but  diminished 
below.  Thei'e  were  no  abnormal  sounds.  Only  very  slight 
clubbing  of  the  fingers  was  present. 

The  case  is  brought  forward  as  an  example  of  the  success 
attending  perseverance  in  the  radical  treatment  of  a  very 
unpromising  case  of  empj^ema  of  old  standing  in  a  some- 
what feeble  patient,  the  difficulty  of  the  case  being  greatly 
enhanced  by  the  pocket  w^iicli  was  formed  by  the  bulging 
downwards  of  the  diaphragm. 


XXXII. — A  case  of  Acute  Epiphysitis  of  the  left  femur: 
large  abdominal  abscess,  in  which  was  found  the 
head  of  tlie  femur.  By  F.  C.  Wallis.  Exhibited 
April  29,  1898. 

EL.    N.,  fet.   13    months,  male    child,    was    admitted    to 
•      Charing  Cross    Hospital    on    January    30,  1898,  with 
signs  of  acute  epiphysitis  of  the  left  femur  at  the  hip-joint. 
There  was  a  history  of  a  fall  a  fortnight  previous  to  admission. 
When    seen    on    February  17    the    left    leg  was    greatly 
swollen,  the  inguinal  glands    were    enlarged   and    inflamed. 
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There  was  a  large  collection  of  fluid  extending  above  the 
iliac  fossa,  which  could  also  be  felt  per  rectum.  Hip-joint 
movements  quite  free. 

The  child  was  anaesthetised,  and  the  abscess  was  opened 
above  Poupart's  ligament ;  about  12  oz.  of  odourless  pus 
escaped.  On  examining  the  abscess  cavity  with  the  finger 
the  acetabulum  was  found  to  be  perforated,  and  lying  in  the 
pelvis  was  the  head  of  the  femur  loose  ;  this  was  removed. 
All  movements  of  the  joint  were  quite  free. 

A  counter-opening  was  made  in  the  buttock,  and  the 
abscess  cavity  was  drained  from  this  incision. 

The  child  made  an  excellent  recovery,  with  perfect  move- 
ment of  the  hip-joint,  and,  so  far,  less  than  half  an  inch  of 
shorteniner. 


XXXIII. — A  case  of  Gastro-jejunostomy  fur  pyloric 
carcinoma  in  a  woman  of  fifty-nine  years  of  age. 
By  F.  C.  Wallis.     Exhibited  April  29,  1898. 

SB.,  eet.  59,  was  admitted  on  March  24,  1898,  to  the 
•      Metropolitan  Hospital,  suffering  from  pyloric  carcinoma. 

The  history  was  one  of  occasional  vomiting  for  twelve 
months,  more  frequent  latterly.  Wasting  for  twelve  months. 
Pain  only  after  food. 

A  lump  was  noticed  in  her  abdomen  by  a  doctor  on 
November  22,  1897. 

On  examination  a  freely  moveable,  hard,  nodular,  irregular 
mass,  the  size  of  a  small  fist,  was  felt  a  little  to  the  right  and 
just  above  the  umbilicus.  The  stomach  was  much  distended, 
and  on  March  25  the  patient  vomited  three  pints  of  fluid. 

Gastro-jejunostomy  was  performed  on  April  1,  and  a  full 
account  of  the  operation  (which  was  done  u-ithout  a  button) 
will  be  found  in  the  British  Medical  Journal  of  May  7,  1898, 
p.  1195. 

The  patient  made  an  excellent  recovery,  and  has  not 
vomited  since  the  operation.     She  eats  any  ordinary  food. 
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XXXIV. — A  case  of  Si/ringomyeUa.    Bv  H.  G.  Tukxey^ 
M.D.     JExhUjlted  April  29,  1898. 

THE  patient^  a  healthy-looking  girl  ast.  20,  came  under 
observation  six  months  ago,  complaining  of  wasting  and 
loss  of  power  in  the  left  hand. 

There  is  nothing  of  importance  in  the  family  history,  and 
certainly  no  indication  of  a  tendency  to  nervous  disease. 

Three  years  ago  the  patient  suffered  from  pneumonia, 
and  six  years  ago  from  enteric  fever.  With  these  exceptions 
she  has  always  enjoyed  good  health  until  the  present  illness. 
She  is  an  ironer  by  trade,  and  uses  the  right  hand  almost 
exclusively. 

About  eighteen  months  ago  she  noticed  that  the  left  hand 
was  wasting,  and  about  the  same  time  she  found  that  it  was 
growing  weaker.  From  the  commencement  there  has  been  no 
pain,  and  no  subjective  indications  of  perverted  or  diminished 
sensation.  She  is  still  able  to  use  the  hand  for  actions  that 
do  not  require  strength.  Her  general  health  has  remained 
unaffected. 

On  examination  the  patient  is  found  to  be  a  healthy- 
looking  girl.  She  describes  her  troubles  without  exaggeration, 
and  does  not  appear  to  be  in  the  least  neui-otic.  In  the  left 
hand  all  the  muscles  are  the  seat  of  more  or  less  extreme 
atrophy ;  the  thenar  and  hypothenar  eminences  have  prac- 
tically disappeared,  and  the  intermetacarpal  spaces  on  the 
dorsum  are  unduly  prominent  from  the  wasting  of  the 
interossei.  Every  movement  can  be  performed  by  the 
affected  muscles,  though  without  force.  The  hand  is  held  in 
the  main  en  griffe  position,  but  there  is  no  spasm  and  no  con- 
tracture. No  fibrillary  twitchings  are  seen.  The  muscles 
on  the  anterior  surface  of  the  forearm  are  slightly  smaller 
than  their  fellows  on  the  opposite  side,  but  the  change  in 
them  is  quite  trivial.  When  tested  with  the  faradic  current 
the  wasted  muscles  show  a  very  slight  diminution  of  irrita- 
bility ;  with  the  galvanic  current  a  contraction  occurs  at  1  to 
1'5  M.A. ;  the  contraction  is  brisk,  and  appears  at  the 
cathode  before  the  anode.  The  electi-ic  reactions  may  there- 
fore be  regarded  as  normal.  There  are  no  signs  of  trophic 
changes  in  the  skin,  nails,  or  bones. 

Tactile,  muscular,  and  space  senses  are  unaffected,  while 
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co-ordination  is  perfect.  There  is,  on  the  other  hand,  great 
blunting  of  pain  and  tempei'atnre  sense,  most  marked  on  the 
hand,  but  extending  up  to  the  shoulder  and  chest.  The 
limits  of  this,  particularly  on  the  chest,  vary  from  time  to 
time,  but  as  a  rule  the  analgesia  and  thermanassthesia  affect 
the  whole  of  the  left  upper  limb  and  the  left  side  of  the  chest 
up  to  the  middle  line,  back  and  front.  On  the  trunk  this  area 
is  limited  above  by  the  line  of  the  lower  jaw,  and  ceases 
below  at  the  level  of  the  fifth  rib.  Over  this  region  a  pin- 
prick, though  clearly  felt  and  localised,  causes  no  pain,  while 
the  contact  of  a  test-tube  filled  with  water  almost  at  boiling- 
point  simply  conveys  a  sensation  of  warmth.  Differences  of 
temperature  are  not  recognised  unless  they  are  very  gross. 
Sight  and  hearing  are  normal ;  the  pupils  are  equal  in  size, 
and  react  both  to  light  and  accommodation,  and  there  is 
neither  nystagmus  nor  ophthalmoscopic  change.  The  knee- 
jerks  are  exaggerated,  and  there  is  a  tendency  to  ankle- 
clonus. 

The  cervico-dorsal  region  of  the  spine  shows  a  well-marked 
kyphotic  curve,  which  has  developed  somewhat  acutely  during 
the  last  three  months.  The  projecting  spines  are  slightly 
tender,  and  the  patient  complains  of  pain  on  movement  with 
a  feeling  of  stiffness  in  the  back.  There  is,  moreover,  evident 
rigidity  of  this  part  of  the  spinal  column. 

Remarks. — The  characteristic  combination  of  muscular 
atrophy,  dissociation  of  sensation,  and  cervico-dorsal  scoliosis 
makes  it  fairly  certain  that  the  case  is  one  of  syringomyelia, 
and  further  discussion  of  the  diagnosis  is  hardly  necessary. 
I  should  like,  however,  to  draw  the  attention  of  the  Society 
to  the  subinflammatory  symptoms  which  have  accompanied 
the  development  of  the  spinal  deformity.  Two  opposing 
views  have  been  maintained  as  to  the  pathology  of  the  spinal 
curve  which  occurs  so  constantly  in  syringomyelia.  Roth  and 
others  assert  that  it  is  the  result  of  a  degeneration  of  the 
erector  spinge  muscles,  and  this  condition  of  the  musculature 
has  indeed  been  proved  to  exist.  Most  observers,  on  the 
other  hand  (including  Schlesinger,  Bruhl,  and  others),  look 
upon  the  deformity  as  the  outward  manifestation  of  a  veritable 
tropho-neurosis  of  the  bones  or  articulations,  and  as  pi-ecisely 
analogous  to  the  undoubted  trophic  lesions  which  have  been 
found  in  the  spine  in  cases  of  tabes  by  Kronig  and  others. 
The  subacute  development  which  has  been  seen  in  this  case 
would  appear  to  confirm  the  latter  view,  i.  e.  that  the  lesion 
is  of  a  trophic  origin,  and  as  such  I  have  ventured  to  bring 
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it  before  tlie  Society.  Similar  instances  have  indeed  been 
desci'ibed,  but  the  nature  of  the  affection  ol:  the  spinal 
column  is  still  so  much  a  matter  of  doubt  that  any  facts 
which  tend  to  throw  light  upon  it  are  worth  recording. 


XXXV. — Case  illustrating  the  association  of  Congenital 
Heart  Disease  uuth  the  Mongolian  tijiie  of  idiocy. 
By  Archibald  E.  Gakrod,  M.D.  Exhihited 
April  29,  1898. 

n^HIS  case  is  one  of  a  series  illustrating  an  association  of 
J-  congenital  defects  which  appears  to  be  by  no  means  un- 
common, congenital  heart  disease  being  much  more  frequently 
met  with  in  "  Mongols  "  than  in  idiots  of  other  kinds. 

The  patient^  a  boy  aged  sixteen  months,  is  the  first  child 
of  parents  who  are  not  blood  relations.  He  exhibits  the 
typical  Mongolian  physiognomy,  and  is  markedly  brachio- 
cephalic. The  sloping  eyes  and  protruded  and  pointed  tongue 
are  characteristic  features. 

There  is  a  moderate  degree  of  cyanosis,  and  a  loud  systolic 
murmur  is  heard  all  over  the  prtecordial  area.  The  murmur 
has  its  maximum  intensity  neither  at  the  apex  nor  base  of 
the  heart,  but  immediately  to  the  left  of  the  sternum  at  the 
level  of  the  fourth  costal  cartilage.  The  apex-beat  lies 
nearly  an  inch  outside  the  nipple  line;  the  cai'diac  dulness 
does  not  extend  to  the  right  of  the  sternum. 


XXXVI. — Cases  illustrating  the  treatment  of  Paralytic 
Deformities  of  the  Foot  by  grafting  of  tendons. 
By  Frederic  Eve,  F.R.C.S.  Exhibited  April  29, 
1898. 

CASE  1.  Old  infantile  'paralysis  with  the  foot  in  the  position 
of  equinus,  and  cams  oicing  to  ijaralijsis  of  the  extensor 
longus  digitortim  and  tibialis  anticus. — Ernest  W.,  set.  11  years. 
Dr.  Headley  reported  that  the  extensor  longus  digitorum  did 
not  react  at  all  to  stimulatioii  at  the  motor  point,  while  the 
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tibialis  auticus  showed  a  very  markedly  diminished  force  of 
contraction.  No  voluntary  action  of  this  muscle  could  be 
obtained. 

Olieration. — The  cavus  was  first  remedied  in  the  usual  way. 
Subsequently  the  tibialis  posticus  tendon  was  divided  at  its 
insertion  and  attached  to  the  tibialis  anticus  ;  while,  to  rein- 
force the  power  of  dorsiflexion  of  the  foot,  the  peroneus 
brevis  was  attached  to  the  tendon  of  the  extensor  longus 
dio-itorum. 

By  a  subsequent  operation  the  teudo  Achillis  was  length- 
ened. The  foot  is  now  braced  up  at  right  angles  to  the  leg, 
and  he  walks  firmly  upon  it  without  any  tendencj^  to  eversion. 

Case  2.  Parahjsis  of  muscles  siq^pUed  by  the  external  loopli- 
teal  nerve  as  the  result  of  an  injury  dividing  the  nerve. — This 
case,  although  not  an  example  of  infantile  paralysis,  yet  illus- 
trates exceedingly  well  the  usefulness  of  the  operation. 

William  G.,  set.  9  years,  was  admitted  to  the  Evelina 
Hospital  with  complete  paralysis  of  the  extensors  and  peronei 
of  the  right  leg,  as  the  result  of  an  accident  by  which  the 
external  popliteal  nerve  was  divided. 

He  was  run  over  by  a  van  on  August  14,  1897,  and  sus- 
tained a  wound  on  the  outer  side  of  the  popliteal  space,  for 
which  he  was  treated  at  St.  Thomas's  Hospital.  He  was 
admitted  to  the  Evelina  Hospital  on  October  21,  three  weeks 
after  his  discharge  from  St.  Thomas's. 

The  knee  was  flexed  owing  to  contraction  of  the  hamstring 
muscles,  and  there  was  foot-drop.  None  of  the  muscles 
supplied  by  the  external  popliteal  nerve  reacted  to  Fai-adism. 

November  13. — The  external  popliteal  nerve  was  exposed, 
resected,  and  carefully  united.  It  was  atrophied  and  fibrous 
at  the  seat  of  injury. 

A  plaster  splint  was  put  on,  and  after  an  interval  massage 
was  applied  to  the  pai-alysed  muscles  for  a  considerable 
period. 

On  March  8  no  improvement  existed,  and  the  paralysed 
muscles  neither  reacted  to  Faradism  nor  galvanism. 

March  17. — Operation: — the  tibialis  posticus  was  divided 
near  its  insertion,  and  attached  just  below  the  ankle  to  the 
tendons  of  the  extensor  longus  digitorum.  Then  the  tendo 
Achillis  was  exposed,  and  a  longitudinal  incision  about 
3  inches  in  length  having  been  made  towards  its  outer  side, 
the  band  thus  separated  was  divided  near  its  insertion,  and,, 
its  lower  end  being  carried  round  the  fibula  just  above  the 
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external  malleolnSj  was  attached  to  the  tendou  of  the  peroueus 
longuSj  where  this  passes  along  the  outer  surface  of  the  os 
calcis. 

On  April  21  he  had  some  power  of  dorsiflexion  of  the 
foot,  which,  instead  of  dropping,  is  now  at  right  angles  to  the 
leg,  and  he  walks  firmly  upon  it. 

Case  3.  Talipes  equino-varus  with  'paralysis  of  the  peronei 
and  extensor  longus  digitoruni. — Mary  Ann  K.,  get.  6^,  was 
admitted  to  the  Evelina  Hospital  on  December  8,  1897.  The 
left  foot  was  in  a  position  of  extreme  equino-varus  as  the 
result  of  infantile  paralysis  of  the  peronei,  which  did  not 
react  in  the  slightest  degree  to  Faradism.  The  extensor 
longus  digitorum  only  reacted  slightly. 

December  14. — Operation  : — the  tendon  of  the  tibialis 
anticus  was  divided  and  attached  to  the  peroneus  brevis,  and 
the  tibialis  posticus  tendon,  after  division^  was  carried  round 
above  the  internal  malleolus  and  attached  to  the  extensor 
lono'us  dig-itorum. 

The  child  developed  scarlet  fever,  and  was  discharged  from 
the  hospital  with  the  foot  in  a  plaster  splint  on  January  12. 

April  11,  1898. — The  tendo  Achillis  was  lengthened. 

At  the  present  time  the  child  walks  fairly  well  with  the 
foot  flat  on  the  ground.  There  is  good  power  of  dorsiflexion 
and  no  inversion. 

Case  4. — Beatrice  Gr.,  set.  2h,  was  admitted  to  the  London 
Hospital  on  November  24,  1897.  There  was  old  infantile 
paralysis  of  the  right  leg  with  foot-drop  and  eversion.  The 
child  walked  on  the  inner  side  of  the  foot.  The  peronei  acted 
well. 

Operation. — The  peroneus  longus  tendon  was  attached  to 
the  extensor  communis  digitorum,  and  the  peroneus  brevis  to 
the  tibialis  anticus. 

On  January  18  the  limb  was  examined  electrically  by  Dr. 
Headley,  and  dorsiflexion  of  the  foot  was  obtained  on  stimu- 
lation of  the  peronei  muscles. 

The  foot  is  now  in  fairly  good  position,  but  progression  is 
impossible  owing  to  genu  valgum  and  weakness  of  thigh 
muscles. 

I  show  these  cases  in  part  because  I  happen  to  have  four 
representative  examples  to  hand  at  the  present  time,  but 
mainly  because  I  believe  this   method  of  treating  paralytic 
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deformities  is  not  as  yet  sufficiently  known  or  largely 
practised  in  this  country. 

That  the  operation  when  practised  in  suitable  cases  con- 
verts the  foot  from  an  incumbrance  to  a  firm  basis  of  support, 
permitting  progression,  is,  I  think,  evident  from  the  cases 
shown. 

This  result  appears  to  be  brought  about  in  a  variety  of 
ways. 

1.  When  the  functioning  muscle  closely  resembles  in  its 
action  that  of  the  paralysed  one  to  which  it  is  attached,  the 
former  at  once  becomes  capable  of  performing  the  movements 
normally  associated  with  the  latter.  But,  seeing  that  paralysis 
usually  attacks  a  group  of  muscles,  the  opportunity  of  utilising 
as  a  graft  a  closely  associated  muscle  does  not  often  occur. 

2.  The  graft  or  functioning  tendon  acts  mechanically  as  a 
supporting  band  to  the  ankle  and  foot,  applied  where  it  is 
most  required. 

3.  One  or  more  of  the  contracted  antagonists  being 
sometimes  selected  for  reinforcing  the  paralysed  muscles,  the 
deformity  is  thereby  treated  as  by  tenotomy. 

4.  The  involuntary  contraction  on  placing  the  foot  to  the 
ground  of  the  functioning  or  graft  muscles,  acting  in  the 
required  direction,  gives  the  foot  the  necessary  firmness, 
although  the  patient  cannot  voluntarily  accomplish  the  move- 
ments normally  performed  by  the  paralysed  muscle. 

The  ingrafted  muscles  can  really  be  made  to  perform 
the  movements  of  the  pai-alysed  ones  by  applying  the  Faradic 
current  to  their  motor  points. 

This  operation  is  necessarily  only  applicable  to  cases  in 
which  single  groups  of  muscles  are  paralysed,  and  in  which 
the  opposing  group  retains  a  fair  amount  of  power. 

In  the  first  two  cases  I  performed  the  operation  precisely 
in  the  manner  described  by  Goldthwaite  in  the  Annals  of 
Surgery,  1897.  The  tendons  were  exposed  by  long  oblique 
incisions  in  the  required  positions,  and  usually  placed  over 
the  dorsum  of  the  foot  near  the  ankle.  But  I  found  that  such 
an  extensive  division  of  veins  led  to  oedema  of  the  distal 
portion  of  the  foot.  In  the  last  cases  a  different  plan  was 
adopted.  The  insertion  of  the  tendon  to  be  transplanted — 
for  example,  the  tibialis  posticus — was  exposed  by  a  small 
incision  about  an  inch  in  length,  and  the  tendon  was  divided. 
Then  a  similar  incision  was  made  over  the  tendon  of  the  same 
muscle  just  above  the  internal  malleolus,  and  the  divided 
tendon  was  pulled  through  it.     Next,  supposing  it  was  in- 
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tended  to  attach  it  to  the  tibialis  anticus,  this  tendon  was 
exposed  just  below  the  front  ot  the  ankle.  The  skin  and  fascia 
intervening"  between  this  last  incision  and  that  through  which 
the  tibialis  posticus  tendon  protruded  above  the  internal  mal- 
leolus Avas  tunnelled  under  by  means  of  scissors.  The  free 
end  of  the  tibialis  posticus  was  pu^lled  through  this  tunnel  and 
attached  to  the  tendon  of  the  tibialis  anticus,  the  foot  having 
first  been  placed  in  the  position  desired.  The  tibialis  posticus 
would  be  attached  to  the  anticus  in  such  a  state  of  tension  as 
to  retain  the  foot  in  improved  position, 

Goldthwaite's  plan  of  uniting  the  tendons  was  carried  out 
in  all  cases.  This  consists  in  splitting  longitudinally  with  a 
tenotomy  knife  the  tendon  of  the  paralysed  muscle^  and  draw- 
ing the  divided  tendon  of  the  functioning  muscle  through  the 
hole  thus  made,  union  being  effected  by  three  or  four  sutures 
passed  thi'ough  both  tendons.  In  all  the  five  cases  upon 
which  I  have  operated  the  wounds  have  healed  by  first  inten- 
tion, there  has  been  no  sloughing  of  tendons,  and  the  union 
in  all  cases  has  been  firm,  as  shown  by  the  application  of  the 
Faradic  current  to  the  muscle  used  as  a  graft. 
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EEPOET 

OF    THE 

COMMITTEE   ON    THE    ANTITOXIN   OF 
DIPHTHERIA. 


THE  Committee  was  appointed  by  the  Council  of  the  CHnical 
Society  on  January  11,  1895,  for  the  purpose  of  investi- 
gating the  clinical  value  of  the  antitoxin  of  diphtheria. 
The  Committee  was  composed  as  follows  : 

Dr.  W.  S.  Church  (Chairman). 

Dr.  Stephen  Mackenzie. 

Dr.  Sidney  Coupland. 

Dr.  W.  Hale  White. 

Dr.  Sidney  Martin. 

Dr.  W.  Pasteur  (Hon.  Secretary). 

Dr.  J.  W.  Washbourn. 

Dr.  H.  P.  Hawkins. 

Dr.    E.    W.    GOODALL. 

After  due  consideration  the  Committee  decided  to  conduct 
their  inquiry  on  the  following  lines  : 

1.  To   test  the   effect    of   antitoxin    on    the   mortality  of 
diphtheria. 

2.  To  analyse  the  evidence  obtained  as  to  the  effects  of 
antitoxin  in  proportion  to  the  quantity  administered"^ — 

a.  On  the  course  of  the  acute  disease. 
h.  On  the  complications  and  sequelae. 

*  The  amount  of  antitoxin  given  is  stated  in  "  normal  units."  The  strength 
of  each  pai-ticular  sample  was  stated  on  the  bottle  as  sent  out  by  those  re- 
sponsible for  the  manufacture  of  the  serum.  A  "normal  unit"  is  a  purely 
artificial  standard,  which  is  taken  as  a  gauge  of  the  strength  of  the  serum.  This 
standard,  as  well  as  the  method  of  determining  it,  has  been  altered  somewhat  of 
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2  Rejiort  of  the  Committee  on  the 

3.  To  note  any  other  effects  of  antitoxin. 

In  conducting"  this  inquiry  the  Committee  was  under  the 
disadvantage  of  being  compelled  to  examine  and  draw  con- 
clusions from  reports  of  cases  which  had  not  necessarily  been 
personally  observed  by  its  own  members.  This  limitation, 
incidental  to  all  inquiries  of  this  nature,  was,  however, 
appreciably  minimised  by  the  fact  that  a  very  large  majority  of 
the  cases  investigated  had  been  under  the  personal  observation 
of  some  member  of  the  Committee. 

In  order  to  obtain  the  necessary  material  it  was  decided 
to  invite  the  co-operation  of  the  general  hospitals  aud 
hospitals  for  children  in  London,  and  of  the  fever  hospitals 
of  the  Metropolitan  Asylums  Board.  At  the  time  when  the 
Committee  commenced  its  work  the  Metropolitan  Asylums 
Board  was  itself  engaged  in  the  preparation  of  a  report  on 
the  same  subject,  and  could  not  let  the  Committee  have  the 
use  of  its  cases.  At  a  later  date,  November,  1896,  the 
medical  superintendent  of  the  Eastern  Hospital,  Dr.  E.  W. 
Goodall,  was  able  to  place  at  the  disposal  of  the  Committee 
475  cases,  Dr.  Sidney  Martin  contributed  a  series  of  116  cases 
from  University  College  Hospital,  and  the  remaining  241 
were  furnished  by  Guy's  Hospital,  tlie  London  Hospital,  the 
Middlesex  Hospital,  St.  Bartholomew's  Hospital,  St.  Thomas's 
Hospital,  and  the  London  Fever  Hospital. 

In  order  to  secure  uniformity  in  recording'  the  cases  the 
Committee  had  drawn  up  and  issued  a  form,  of  which  a  copy 
is  appended  (see  Appendix  IV).  In  this  manner  reports  of 
832  cases  were  collected  and  submitted  to  a  sub-committee 
for  analysis  aud  reduction  to  a  tabular  form  (see  Appendix  V), 
which  was  drawn  up  so  as  to  bring  into  prominence  the  chief 
points  requiring  investigation.  From  the  time  that  suitable 
material  became  available  the  Committee  has  been  continu- 
ously engaged  on  the  preparation  of  its  report. 

The  Committee  decided  to  admit,  for  the  purposes  of  the 
inquiry,  all  cases  in  which  a  bacteriological  examination  had 

late  by  Professor  Ebrlich,  but  during  the  time  at  whicb  the  cases  considered  by 
the  Committee  were  treated  a  normal  unit  was  defined  as  ten  times  the  amount 
of  serum  which  was  required  to  completely  countemct  the  effect  of  ten  times  the 
lethal  dose  of  the  diphtheria  toxin  in  a  guinea-pig  weighing  about  300  grammes 
when  the  two  solutions  were  mixed  before  injection.  Thus  if  -j-u  c-C  "as  the 
niininial  lethal  dose  of  a  particular  sample  of  toxin,  ten  times  this,  or  1  c.c, 
was  used  in  the  testing.  This  amount  was  mixed  with  dillerent  proportions 
of  serum  to  inject  into  different  animals.  If,  for  example,  it  was  found  that 
the  smallest  proportion  of  serum  which  counteracted  this  amount  of  toxin  was 
yJ„5  CO.,  10  X  -ToVs  '^•^'  —  Too  ^•^-  o^  ^-''^  serum  would  contain  one  normal  unit 
(N.U.) ;  1  c.c.  would  contain  100  N.U.,  aud  10  c.c.  1000  X.U. 
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revealed  the  presence  of  the  Bacillus  diphtlieriae,  and  any 
cases  in  which,  notwithstanding*  that  the  bacillus  was  not 
found,  the  symptoms  had  been  clinically  those  of  diphtheria, 
and  had  been  followed  by  paralysis. 

On  submitting-  the  882  cases  to  a  closer  scrutiny  it  was 
found  that  only  G33  were  available  as  the  basis  of  the  report, 
199  being  rejected  for  the  following  reasons  : 

185  because  the  dosage  had  been  stated  in  cubic  centi- 
metres and  not  in  normal  units ; 

7  because  the  notes  were  incomplete ; 

4  because  no  bacteriological  examination  had  been  made ; 

3  because  the  Bacillus  diphtheria  was  not  found,  and  the 
nature  of  the  case  could  not  be  decided  from  the  clinical 
evidence. 

Of  the  633  cases  included  in  the  report,  the  presence  of 
the  specific  organism  was  certified  in  614.  In  nineteen  the 
Bacillus  cli-phtherise  was  not  found,  but  in  sixteen  of  these  the 
disease  clinically  resembled  diphtheria,  and  was  followed  by 
paralysis.  In  one  other  case  extension  of  membrane  from 
the  fauces  to  the  nasal  cavity  was  accepted  as  evidence  of 
diphtheria,  and  in  the  two  remaining  cases  another  member 
of  the  family  was  suffering  at  the  time  from  true  diphtheria, 
verified  by  bacteriological  examination. 

For  the  purpose  of  comparison  statistical  tables  of  the 
results  in  diphtheria  and  its  complications  in  cases  not  treated 
with  antitoxic  serum  are  introduced;  these  were  partly 
obtained  from  the  published  reports  of  the  medical  superin- 
tendents of  the  Metropolitan  Asylums  Board's  fever  hospitals, 
and  were  partly  compiled  from  the  records  of  the  general 
hospitals.  There  are  two  considerations  which  might  in 
some  degree  qualify  deductions  drawn  from  such  com- 
parisons : 

1.  An  appreciable  number  (164,  or  rather  more  than  one 
fourth)  of  the  cases  examined  by  the  Committee  were  treated 
in  general  hospitals,  and  probably  contain  a  larger  proportion 
of  severe  cases  than  those  obtained  from  other  soui'ces. 

2.  There  is  in  some  of  the  tables  dealing  with  antitoxin 
and  non-antitoxin  cases  a  considerable  diffex'ence  in  the 
numbers  of  cases  compared. 

In  analysing  the  evidence  afforded  by  these  633  cases  of 
the  effects  of  antitoxin,  special  attention  was  paid  to  the 
following  points  : 

1.  The  effect  of  antitoxin  on  the  general  mortality. 

2.  The  effect  of  antitoxin  on  laryngeal  diphtheria,  and  on 
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the  e:itension  of  membrane  from  the  pharynx  to  the  respira- 
tory passages. 

3.  The  occurrence  of  paralysis. 

4.  The  symptoms  attributable  to  the  antitoxin  itself. 

5.  The  conditions  under  which  death  occurred. 

In  judging  of  the  effects  of  a  remedy  in  an  acute  disease 
such  as  diphtheria,  there  are  factors  to  be  considered,  some 
of  which — such,  for  example,  as  the  resistance  of  the  individual 
to  the  disease — it  is  impossible  to  gauge  in  an  inquiry  which 
is  mainly  statistical. 

In  estimating  the  efficiency  of  the  antitoxin  as  a  remedy, 
the  question  of  dosage  is  of  the  highest  importance^  as  well 
as  the  day  of  disease  on  which  the  treatment  was  begun. 

From  experimental  evidence  it  is  fair  to  conclude  that  if 
the  antitoxin  acts  as  a  remedy  in  diphtheria,  the  sooner  it  is 
given,  and  the  larger  the  dose  within  certain  limits,  the  more 
efficient  will  be  its  action. 

In  the  cases  investigated  by  the  Committee,  the  relatively 
small  number  of  patients  in  whom  treatment  wa%  commenced 
at  an  early  stage  of  the  disease,  and  the  wide  variations  in 
the  doses  administered,  render  it  difficult  to  draw  deductions. 


Source  of  Antitoxin. 

In  the  majority  of  instances  antitoxin  from  only  one 
source  was  used  in  the  treatment  of  a  case.  In  a  few,  as 
shown  in  the  following  table,  antitoxin  from  two  sources 
was  employed. 

Cases. 
Laboratories   of  the  Koyal  Colleges   of  Physi- 
cians and  Surgeons  .  .  .  549 
British  Institute  of  Preventive  Medicine  .     23 
Aronson's             .              .              .              .              .37 
Laboratories  of  the  Koyal  Colleges  and  British 

Institute       .  .  .  .  .6 

Laboratories    of      the     Royal      Colleges     and 

Ai-onson^s     .  .  .  .  .1 

Brussels  .  .  .  .  .9 

Behring's  .  .  .  .6 

Behring's  and  British   Institute    of  Preventive 

Medicine      .  .  .  .  .2 

Total  .  .  .633 
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SECTION   I. 

Influence  op  the  Treatment  by  Antitoxin  on  the 
Mortality  op  the  Disease. 


General  Mortality. 

Of  the  633  cases  124  ended  fatally,  giving  a  percentage 
mortality  of  19'5.  In  15  of  these  death  occurred  within 
twenty-four  hours  of  the  first  injection  of  antitoxic  serum, 
the  patients  being  moribund  on  admission. 

Mortalitii  in  Relation  to  Situation  of  Membrane 
(Tables  A  and  B). 

In  order  to  illustrate  this  point  the  cases  were  divided 
into  the  following  groups,  according  to  the  situation  of  the 
membrane. 

Locality  of  False  Membrane. 

Group  1. — Pharynx  only. 

„       2. — Pharynx  and  larynx. 
„       3. — Larynx  only. 
„      4. — Pharynx  and  nose. 
,,       5. — Pharynx,  larynx,  and  nose. 
The  mortality  per  cent,    in  the  several  groups  for  cases 
treated  with  and  without  antitoxin  is  shown  in  the  subjoined 
tables  (A  and  B). 

Table  A. 
Antitoxin  Series. 


Situation  of  membrane. 

Cases. 

Deaths. 

Mortality 
per  cent. 

Pharynx  only 
Pharynx  and  larynx   . 
Larynx  only 
Pharynx  and  nose 
Pharynx,  larynx,  and  nose  . 

275 

70 

9 

231 

48 

25 
9 

2 
69 
19 

9-0 
12-8 
222 
29-8 
39-5 

Totals       ...        633 

1 

124 

19-5 
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Table  A  [continued). 
Non-antitoxin   Series.^ 


Situation  of  membrane. 

Cases. 

Deaths. 

Mortality 
per  cent. 

Pharynx  only     . 
Pharynx  and  larynx  . 
Larynx  only 
Pharynx  and  nose 
Pharynx,  lai-ynx,  and  nose  . 

230 

90 
25 

77 
26 

18 
61 
13 
38 
20 

7-3 

67-7 
520 
49-3 
76-9 

Totals 

448 

150 

33-4 

The  cases  may  also  be  grouped  as  follows    (Table  B)  : 

1.  All  cases  in  wbich  tlie  lai-ynx  was  affected. 

2.  All  cases  in  wliicb  the  pharynx,  or  pharynx  and  nose, 
were  affected. 

3.  All  cases  in  which  the  nose  was  involved. 


Table  B. 
Antitoxin  Series. 


Region  affected. 

Cases. 

Deaths. 

Mortality  per  cent.  ' 

Larynx 

Pharynx  and  nose 

Nose 

127 
506 
279 

30 
94 

88 

23-6 
18-5 
31-5 

Non-antitoxin  Series."^ 


Region  affected. 

Cases. 

Deaths. 

Mortality  per  cent. 

Larynx         .         .         .         .         . 

Pharynx  and  nose 

Nose 

141                     94 
307                     56 
103                     58 

66-6 
14-9 
56-3 

*  223  cases  treated  in  University  College  Hospital  in  1891-3,  and  225  cases 
admitted  to  the  Eastern  Hospital,  Homerton,  from  January  1st  to  June  30th, 
1894. 
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An  inspection  of  these  figures  shows  that  in  the  antitoxin 
series  the  mortality  when  the  larynx  is  affected  is  most 
markedly  diminished. 

Mortality  in  Relation  to  Age  (Table  C). 

Classifying  the  633  cases  according  to  age^  it  will  be 
noted  that  the  mortality  rate  falls  from  infancy  to  adult  life 
in  cases  ti'eated  by  antitoxin,  as  it  does  under  other  methods 
of  treatment.  In  the  cases  tabulated  by  the  Committee  under 
two  years  of  age  it  is  29  per  cent. ;  over  the  age  of  twenty  it 
is  3'o  per  cent.  Dividing  the  first  ten  years  of  life  into  two 
equal  periods,  during  the  first  it  is  at  the  rate  of  26"3  per  cent. ; 
for  the  second,  from  five  to  ten  years,  16  per  cent.,  whilst  the 
mortality  above  that  age  falls  to  6*2  per  cent. 


Table  C. — Table  showing  the  General  Mortality  at  different 
Age  Periods  of  Gases  treated  with  and  without  Antitoxin. 


Aiitit 
633  cases 

oxin  Committee, 
reated  with  antito.xiu. 

Metropolitan    Asylums    Board, 
1894.*     3042    cases    treated 
without  antitoxin. 

'  Difference  of 

percentage. 

Age  periods. 

Cases. 

T)pathq     Percentage 
Deaths.  Q,.  jnortaliry. 

Cases. 

Deaths. 

Percentage 
of  mortality. 

! 

Under  1  year 

11 

5      45-4 

40  1 

25 

62-5^ 

17-1^ 

1—  2       . 

51 

13      25-4 

204 

126 

61-7 

36-3 

2—  3       . 

69 

15      21-7 

126-3  ' 

257 

132 

51-3 

U7-4 

29-6 

Ui-i 

3—  4       . 

95 

25      26-3 

342 

161 

47-0 

20-7 

4       5.. 

93 

26     27-9J 

1 

328 

112 

341 

6-2 

J 

5-10       . 

218 

34                16-0 

1075 

280 

2G-0 

10-0 

10—15       . 

53 

4-j 

1^               6-2 

iJ 

363 

41-) 

15—20       . 

14 

160 

n 

8-2 

2-0 

Over  20     . 

29 

273 

isJ 

Totals       . 

633 

124                19-5 

3042 

902 

29-6 

101 

Comparison  loith  Gases  not  treated  by  Antitoxin. — Com- 
paring these  results  with  others  recorded  before  the  intro- 
duction of  antitoxin  (Table  C),  the  more  noticeable  points  of 
difference  are — 

*  Report  of  the  Medical  Superintendents  upon  the  use  of  antitoxic  serum  in 
the  treatment  of  diphtheria  in  the  liospitals  of  the  Board  during  the  year  1805, 
p.  11. 


8  Report  of  the  Committee  on  the 

1.  A  notable  diminution  in  the  total  mortality — 19'5  per 
cent,  for  the  antitoxin  cases,  as  against  296  for  the  non-anti- 
toxin cases. 

2.  A  marked  diminution  in  the  percentage  mortality  for 
each  yearly  period  up  to  the  end  of  the  fourth  year;  the 
difference  in  mortality  for  the  first,  second,  third,  and  fourth 
yearly  periods  being  17-1,  36'3,  29*6,  and  20-7  respectively. 
During  the  fifth  year  the  difference  is  notably  less,  viz.  6  2  ; 
and  the  difference  in  the  percentage  mortalities  of  the  two 
classes  of  cases  for  the  whole  quinquennium  is  found  to 
be  2M. 

3.  A  similar  but  less  marked  diminution  occurs  in  the 
second  quinquennial  period,  viz.  lO'O;  whilst  above  ten  years 
of  age,  a  time  of  life  at  which  a  low  percentage  of  deaths  is 
found  under  all  the  older  methods  of  treatment,  the  difference 
is  trifling,  viz.  2*0. 

Mortality  in  Relation  to  Date  of  Commencement  of  Treatment 
(Tables  D  and  E). 

It  appeared  to  the  Committee  to  be  a  matter  of  very  great 
practical  impoi'tance  to  obtain,  if  possible,  some  definite 
indications  on  this  point.  It  will  be  seen  on  referring  to 
Table  D  that  the  mortality  of  the  antitoxin  cases  is  at  the 
rate  of  10  per  cent,  for  those  in  which  treatment  is  begun  on 
the  first  day  of  the  disease,  10"8  for  those  first  injected  on  the 
second  day,  15  per  cent,  for  third  day  cases,  20  per  cent,  for 
the  fourth  day,  and  25  per  cent,  for  those  first  treated  on  or 
after  the  fifth  day.  Table  E  illustrates  the  same  facts  in  a 
slightly  different  way.  The  tables  show  clearly  that  the 
mortality  rate  rises  in  pi*oportion  to  the  delay  in  the 
commencement  of  treatment,  so  that  it  is  of  pai^amount  im- 
portance to  treat  every  case  at  the  earliest  possible  period  of 
the  disease. 
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Table  J).— Table  showiurj  the  General  Mortality  of  Cases 
treated  on  the  same  Day  of  the  Disease,  tvith  and  rnthnut 
Antitoxin. 


Antitoxin  Committee. 
633  cases  treated  witli  antitoxin. 

Metropolitan  Asylums  Board,  1894. 
3042  cases  treated  without  antito.xin. 

putt 

Day  of  the 

disease  on  wliicli 

treatment  was 

begun. 

6 

« 

Day  of 

admission  to 

hospital. 

c3 

Pi 

1st 

20 

2 

10-0 

1st     . 

133 

30 

22-5 

12-5 

2nd 

92 

10 

10'8 

2nd    . 

539 

146 

27-0 

16-2 

3rd 

133 

20 

15-0 

3rd    . 

652 

192 

29-4 

14-4 

4th 

130 

26 

20-0 

4th    . 

566 

179 

31-6 

11-6 

5th  and  after . 

2.58* 

66 

25o 

5tli    . 

1152 

35o 

30-8 

5-3 

Totnls      . 

633 

124 

19-5 

Totals  . 

3012 

902 

29-6 

10-1 

Table  E. 


Antitoxin  Committee  633  cases. 
Metropolitan  Asylums  Board  3042  cases. 

Mortality  with 
antitoxin. 

Mortality                Difference 
w  ilhout  auti-          in  percentage 
toxin.                  mortalities. 

All  cases  treated  within  first  two 
days  of  disease   .         .         .         . 

All  cases  treated  withiu  first  three 
days  of  disease    .         .         .         . 

All  cases  treated  within  first  four 
diiys  of  disease  .         .         .         . 

All  cases  treated     .         .         .         . 

10-7 

13-0 

15-4 
19-5 

26-2 
27-7 

28-9 
29-6 

15-5 

14-7 

13-5 
10-1 

Gomi^arison  with  Cases  treated  u-ithout  Antitoxin. — A  com- 
parison of  the  two  sets  of  figures  in  Tables  D  and  E  shows  in 
every  instance  a  distinct  lowering-  of  the  mortality  in  the 
antitoxin    group.      The    greatest    difference    is    seen    in  the 

*  Includes  three  cases  doubtful  as  to  day  of  treatment. 
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second  and  third  day  groups,  but  it  is  probable  that  the 
number  of  cases  treated  with  antitoxin  on  the  first  day  is 
too  limited  to  afford  a  reliable  figure  for  the  purpose  of  com- 
parison. The  difference,  though  still  marked,  diminishes 
sensibly  in  the  fourth  day  group,  and  sinks  to  the  com- 
pai-atively  low  figure  of  5'3  in  the  cases  ti-eated  on  or  after 
the  fifth  day  of  the  disease.  In  the  non-antitoxin  series  the 
mortality  is  much  less  influenced  by  the  date  of  the  commence- 
ment of  treatment,  although  in  it  a  similar  relation  exists. 

Mortality  in  Relation  to  the  Method  of  Administration  of  the 

Serum. 

The  cases  were  divided  into  two  groups  according  to  the 
method  of  administration  of  the  antitoxin.  One  group  com- 
prised those  cases  in  which  all  the  antitoxin  given  was 
administered  within  forty-eight  hours  of  the  commencement 
of  treatment.  The  second  group  comprised  those  cases  in 
which  the  antitoxin  was  administered  over  a  period  of  more 
than  fortj^-eight  hours  after  the  first  dose  was  given.  In  this, 
the  "  extended  treatment "  group,  not  a  few  cases  received 
doses  every  day  or  every  other  day  for  a  week  or  longer.  The 
reason  for  grouping  the  cases  in  this  manner  was  to  determine, 
if  possible,  whether  the  repeated  administration  of  antitoxin 
had  any  advantage  over  its  administration  in  one  or  two  doses 
at  the  commencement  of  treatment. 

There  are  444  cases  in  the  forty-eight  hour  group,  of 
which  102,  or  23-9  per  cent.,  are  recorded  as  having  been 
severe  cases  ;  wdiilst  the  extended-treatment  group  contains 
189  cases,  of  which  129,  or  63'5  per  cent.,  were  severe. 

Inasmuch  as  there  would  be  a  natural  tendency  ta 
give  more  antitoxin  to  patients  who  do  not  respond  promptly 
to  the  eaidier  doses  of  the  remedy,  and  as  the  extended- 
treatment  group  contains  a  majority  of  severe  cases,  whilst 
theforcy-eight  hour  group  only  contains  a  small  minority,  this 
dissimilarityin  the  two  groups  of  cases  introduces  such  a  source 
of  fallacy  that  the  Committee  is  not  able  to  state  whether  the 
difference  in  mortality  between  the  two  groups  is  in  any  way  in- 
fluenced by  the  manner  in  which  the  remedy  was  administered. 

Amount  of  Antitoxin  given. — Forty-eight  hour  Group. — 
Under  the  age  of  one  year  the  largest  amount  given  was 
between  10,000  and  11,000  units  (recovery).  In  a  child 
between  one  and  two  years  of  age  20,000  units  were  given 
(fatal).  In  5  instances,  between  the  ages  of  two  and  three 
years,  from  10,000  to  11,000  units  were  given  (all  recovered). 
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The  same  amount  was  given  to  4  patients  hetween  three 
and  four  (3  recoveries^  1  death),  and  to  6  others  l)et\veen 
four  and  five  (5  recoveries,  1  death). 

Extended-treatment  Group. — The  amount  of  serum  employed 
in  individual  cases  varied  from  1000  to  50,000  normal  units. 

Under  one  year  the  largest  amount  used  was  between 
12,000  and  13,000  units  (fatal).  In  a  child  between  one  and 
two  years  of  age  from  19,000  to  20,000  units  were  given 
(recovery),  and  in  another  between  20,000  and  21,000  units 
(fatal).  In  6  instances  between  the  ages  of  two  and  three 
years  from  10,000  to  23,000  units  were  used  (4  recoveries, 
2  deaths).  Between  50,000  and  51,000  units  were  given 
to  a  child  of  five  and  a  half  years,  who  died,  and  from  34,000 
to  35,000  units  to  one  aged  eight  and  a  half  years,  who 
recovered. 

SECTION  II. 

Laryngeal  Diphtheria. 

The  following  evidence  was  required  to  establish  the 
laryngeal  nature  of  any  given  case  : 

Evidence  of  laryngeal  obstruction. 

Croupy  cough. 

Alteration  of  voice  suggestive  of  laryngeal  disease. 

Of  127  cases  in  which  evidence  was  forthcoming  of  more 
or  less  severe  laryngeal  affection,  75,  or  59"0  per  cent.,  required 
tracheotomy;  whilst  in  52,  or  41*0  per  cent.,  surgical  relief 
did  not  become  necessary.  There  were  30  deaths ;  a  per- 
centage mortality  of  23'6. 

In  one  case  only  did  signs  of  laryngeal  obstruction  super- 
vene after  the  first  injection  of  antitoxin.  The  cause  of 
obstruction  in  this  case  was  oedema  of  the  larynx  (probably 
scarlatinal).  The  child  showed  the  presence  of  a  certain 
amount  of  desquamation  when  admitted  for  diphtheria. 

Tracheotomy  Cases  (Tables  F,  Gr,  and  H). 

The  75  tracheotomy  cases  fall  into  two  groups : 

a.  Laryngeal  cases  in  which  tracheotomy  was  performed 
just  before,  or  within  twenty-four  hours  of  the  first  injection. 

b.  Laryngeal  cases  in  which  tracheotomy  was  performed 
after  a  longer  interval  than  twenty-four  hours  from  the  first 
injection. 

Only  two  cases  belong  to  the  latter  group ;  one  recovered, 
the  other  died. 
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Mortality. — Of  the  75  cases,  27  died,  giviug  a  mortality 
of  36*0  per  cent.     One  of  the  fatal  cases  belonged  to  group  h. 

The  following  tabular  statements  show  the  distribution  of 
the  mortality  in  relation  to  age  and  to  the  period  of  the 
disease  at  which  the  treatment  was  commenced. 

Table  F. — Mortality  of  Tracheotomy  Cases  in  Relation 

to  Age. 


Age. 

Cases. 

Deaths. 

Mortality 
per  cent. 

Under  5  years  : 
Treated  with  antitoxin  . 
Treated  witliout  antitoxin 

Over  5  years : 

Treated  with  antitoxin  . 
Treated  without  antitoxin 

Mortality  of  all  tracheotomy  cases: 
Treated  with  antitoxin  . 
Treated  without  antitoxin 

58 
1201 

17 
330 

25 
895 

2 

202 

43-1 
74-4 

11-2 
61-2 

75                     27 
1531                  1097 

36-0 
71-6 

The  diminution  of  the  mortality  after  tracheotomy  in  the 
cases  treated  with  antitoxin  is  very  remarkable,  and  probably 
constitutes  the  most  direct  proof  of  the  efficacy  of  the 
remedy. 

The  figures  here  used  for  comparison  were  obtained  from 
the  following  six  metropolitan  general  hospitals,  to  show  the 
results  obtained  at  each  of  them  during  the  ten  years  imme- 
diately preceding  the  introduction  of  antitoxin. 

Table  G. 


Age. 

Cases. 

Dcatlis. 

Under  5  years  : 

University  College  Hospital . 

155 

100 

Guy's 

146 

112 

St.  Thomas's 

395 

301 

Middlesex      ...... 

52 

45 

London          

306 

241 

St.  Bartholomew's         .         .         .         . 

147 

96 

1201 

895 

Mortality 

per  cent.  74"4. 

A)ititoxi)i  of  Diphtheria. 
Table  G  {continued). 
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Age. 

1 
Cases.                               Deaths. 

5  years  and  over  : 

University  College  Hospital  . 

St.  Thomas's           .          .          .          .         . 

Middlesex 

London           ...... 

St.  Bartholomew's          .         .         .         . 

73                              44 
128                              80 
29                              17 
68                              46 
32                                15 

330                            202 
Mortality  per  cent.  61"2. 

The  influence  of  antitoxin  treatment  in  the  tracheotomy 
mortality  at  the  Metropolitan  Asylums  Board's  hospitals 
agrees  very  closely  with  the  above. 

1894.  Treated  without  antitoxin,  182  cases,  mortality  73*0  p.  c. 
1896.         ,,        with  antitoxin,       137     „  „  43-7  p.  c. 


Table  H. — Mortality  of  Tracheotomy  in  Relation  to  Cominence- 
ment  of  Treatment  by  Antitoxin. 


Ciises. 

Deatlis. 

Mortality 
per  cent. 

First  treated  during  1st,  2nd,  and  3rd  days 
of  disease       ...... 

First  treated  during  4th,  5th,  and  6th 
days 

First  treated  on  or  after  7th  day 

31 

27 
17 

5 

11 
11 

161 

40-7 
64-7 

These  figures  clearly  emphasise  the  importance,  before 
insisted  upon,  of  early  treatment,  and  encourage  a  reasonable 
hope  that  even  better  results  may  be  obtained  in  the  futui-e, 
when  the  full  bearing  of  this  fact  has  been  properly 
appreciated. 

Hsemorrhagic  Diphtheria. — Three  cases  of  hgemorrhagic 
diphtheria,  a  usually  fatal  form  of  the  disease,  recovered 
under  treatment  by  antitoxin  (for  particulars  of  these  cases 
vide  Appendix  I). 
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SECTION  III. 
Paralysis. 

Special  attention  was  paid  to  the  incidence  of  paralysis 
occurring  in  cases  treated  by  antitoxin,  in  order  to  determine 
the  number  so  treated  that  developed  paralysis  as  well  as 
to  record  the  degree  of  paralysis  observed.  It  was  found 
somewhat  difRcult  to  define  a  limit  between  cases  of  severe 
and  slight  paralysis,  but  it  was  decided  to  include  as  cases 
of  slight  paralysis  those  which  showed  only  a  paresis  of 
the  palate  and  one  or  other  ocular  muscle  (as  shown  by 
squint),  and  as  cases  of  severe  palsy  when  in  addition  there 
was  well-marked  general  paresis  with,  perhaps,  special  affec- 
tion of  the  diaphragm.  In  the  majority  of  both  classes  of 
cases  the  knee-jerk  phenomenon  was  altered  either  in  the 
way  of  exaggeration,  diminution,  or  of  actual  loss,  but  cases 
which  showed  a  loss  of  knee-jerk  alone,  without  any  other 
special  indication  of  affection  of  the  nervous  system,  were 
not  included  as  cases  of  paralysis.  It  is  obvious  that  the 
classification  adopted  is  purely  artificial,  but  it  was  con- 
sidered the  most  pi'actical  way  in  which  to  present  the 
observations. 

Of  the  633  cases  treated,  145  or  22'9  per  cent,  developed 
paralysis.  The  type  of  paralysis  was  slight  in  110  cases 
and  severe  in  35  (see  Table  I). 

There  were  13  deaths*  in  the  145  cases  with  paralysis, 
equal  to  a  percentage  mortality  of  8*9. 

It  will  be  noticed  that  33  of  the  35  severe  cases  were 
those  in  which  antitoxin  was  first  administered  between  the 
third  and  eighth  days  of  the  disease.  Only  one  severe  case  of 
paralysis  occurred  amongst  the  112  cases  treated  on  the  first 
and  second  days  of  the  disease.  The  incidence  of  paralysis 
in  the  20  cases  treated  on  the  first  day  of  the  disease  is 
decidedly  low,  viz.  5  per  cent.,  whilst  that  of  the  92  cases 
treated  on  the  second  day  was  16"3  per  cent. 

These  results  may  be  compared  with  the  figures  (Table  K) 
obtained  from  the  cases  occurring  in  the  Eastern  Hospital  of 
the  Metropolitan  Asylums  Board  during  the  year  1894, 
before  the  introduction  of  the  treatment  by  antitoxin. 

*  Two  of  these  cases  were  associated  with  broncho-pueumonia,  to    which 
death  was  directly  due. 
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Table  I. — Table  sliowing  General  Incidence    of  Paralysis   in 
Antitoxin  Cases. 


Day  of  disease 

on  wliicli 

trcaimeut  was 

begun. 

1*2 

5- 

If 

To 

Severe. 

Incidence 

of  paralysis 

per  cent. 

P 

s  g 

Total 

mortality  per 

cent,  of  all 

cnses  from 

all  causes. 

1st. 

20 

1 

1 

o 

.^)-0 

0          0 

10-0 

2Md            . 

92 

15 

14 

1 

16-3 

0     1          0 

10-8 

3r(l 

133 

34 

29 

5 

25-5 

2     1      5-8 

15-0 

4th 

130 

28 

22 

G 

21-5 

3        10-7 

20-0 

5th 
6th       . 

97 
57 

21 
17 

10 
13 

111 

4 

4-| 
2 

7th       . 

37 

15 

12 

3 

1  1 

8th       . 

24 

4 

0 

4}. 

25-9 

1  y 

11-9 

25-5 

9th       . 

11 

2 

2 

0 

0  1 

10th       . 

8 

2 

2 

0 

0  1 

Over  10 

21 

5 

4 

IJ 

oj 

Doubtful 

3 

1 

1 

0 

0 

Totals 

633 

145 

110 

35 

22-9 

13 

8-9 

19-5 

Note. — Cases  where  absent  knee-jerk  on  admission  was  the  only  evidence  of 
paralysis  are  not  inchided  in  this  table. 

Table  K. — Table  showing  General  Incidence  of  Paralysis  in 
Non-antitoxin  Cases.* 


Day  of  disease  on 

whicli  patient  was 

admitted  to  hospital. 

All        No.  of 
cases     cases  of    Sliglit. 
treated,  'paralysis 

Severe. 

Incidence 

of  paralysis 

per  cent. 

Deaths. 

Mortality  of 
paralysis 
per  cent. 

1st  . 
2nd. 
3rd  . 
4th  . 

5th  .         .         ."1 

6th  . 

7th  . 

8th  . 

9th  . 
10th  . 
Over  10th  . 
Doubtful    ,         .J 

29 
100 
106 

73 

144 

3 
12 
10 

4 

9 
3 
3 

1 
0 
0 
3 

1 

3 

10 

8 

4 

7 
2 
2 
1 
0 
0 
2 
1 

0 
2 
2 
0 

21 

1 

1 

0 

0 

0 

' 

10-3 

12-0 

9-4 

5-4 

13-8 

3t 

n 

0 

21 

0 

0 

0    r 
0 

0  J 

25-0 
10-0 

1-3 

Totals  . 

452          49 

40           9 

10-8 

6 

12-2 

*  These  are  the   forty-nine    cases   of    paralysis   occurring   at   the    Eastern 
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On  comparing  the  two  classes  of  cases  (Tables  I  and  K)  it 
is  obvious  that  in  those  examined  by  the  Committee  the 
incidence  of  paralysis  is  higher  than  in  the  Eastern  Hospital 
cases,  as  between  22'9  per  cent,  in  the  former  and  10'8  per  cent, 
in  the  latter.  This  latter  figure,  perhaps,  is  a  low  estimate  of 
the  incidence  of  paralysis  in  cases  of  diphtheria  not  treated  by 
antitoxin,  but  the  incidence  of  paralysis  in  those  treated  hy 
antitoxin  and  recorded  in  this  report  is  undoubtedly  high. 

It  must,  however,  be  remembered  that  16  cases  accom- 
panied by  paralysis  are  admitted  into  the  tables  on  that 
ground  alone,  the  paralysis  being  taken  in  the  absence  of 
bacteriological  proof  as  evidence  of  diphtheria  {vide  p.  3). 
Taking  the  percentage  incidence  of  paralysis  in  cases  not 
treated  with  antitoxin,  these  16  cases  would  represent  141 
cases,  and  the  percentage  of  paralysis  in  the  antitoxin  series 
would  be  proportionately  reduced  (to  19). 

Paralysis  is  only  one  of  the  symptoms,  the  result  of  the 
toxEemia  of  diphtheria,  and  in  cases  of  diphtheria  which  are 
fatal  it  is  fair  to  suppose  that  definite  paralysis  would  be 
observed,  had  the  patient  survived  for  longer  periods.  In 
this  connection,  therefore,  the  comparison  of  the  duration  of 
life  in  the  fatal  cases  treated  with  and  without  antitoxin,  as 
well  as  the  length  of  time  the  patient  was  under  observation, 
is  of  importance.  A  comparison  of  the  duration  of  life  in 
the  two  classes  of  cases  is  made  in  the  section  on  fatal  cases 
(p.  26).  It  is  there  seen  that  in  the  cases  treated  by  anti- 
toxin the  duration  of  life  was  markedly  prolonged  in  com- 
parison with  those  not  treated  by  antitoxin,  and  that  the 
lonsrer  the  cases  survived  the  heavier  the  incidence  of 
paralysis,  a  fact  which  in  part  explains  the  increased  fre- 
quency of  paralysis  in  the  cases  of  diphtheria  treated  by 
antitoxin. 

It  is  also  to  be  noticed  that  the  mortality  of  the  cases  of 
paralysis  not  treated  with  antitoxin  is  greater  than  that  of 
those  treated  with  it.  The  mortality  from  paralysis  in  the 
Eastern  Hospital  report  of  452  cases  was  12'2  per  cent. ;  in 
the  cases  presented  in  this  report  it  was  8*9  per  cent. 

Notes  continued  from  page  15; 
Hospital  ainougst  tlie  non-antitoxin  cases  of  1894  (see  '  Report  of  Metropolitan 
Asylums  Board  for  1895,'  p.  21). 

t  In  one  of  these  three  cases  death  was  due  to  measles,  and  in  another  to  a 
relapse  of  diphtheria. 

J  In  this  case  death  was  due  to  cardiac  thrombosis  and  not  to  paralysis. 
There  are  therefore  only  three  cases  fatal  from  paralysis.  In  the  analysis  of  the 
fatal  cases  (page  24)  allowance  was  made  for  these. 
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Table  L. — Paralysis  in  Relation  to  Amount  of  Antitoxin. 


Amount  of  antitoxin 
injected. 

All  cases 

treated. 

Total  number 
of  cases  of 
paralysis. 

Paralysis 
slight. 

Paralysis 
severe. 

Deaths. 

1—  1,000  N.U. 

1,001—  2,000 

2,001—  3,000 

3,001—  4,000 

4,001—  5,000 

5,001—  6,000 

6,001—  7,000 

7,001—  8,000 

8,001—  9,000 

9,001—10,000 
10,001—11,000 
11,001—12,000 
12,001—13,000 
13,001—14,000 
14,001—15,000 
15,001—16,000 
16,001—17,000 
17,001—18,000 
18,001—19,000 
19,001—20,000 
Over  20,000 
Over  30,000 

17 

90 

85 

83 

43 

60 

25 

31 

54 

16 

36 

28 

6 

11 

5 

10 

2 

2 

1 

4 

17 

6 

4 
25 
16 
17 

7 
12 

5 
13 

4 

7 

3 

6 

I 

2 
2 
1 
1 
1 
4 
4 
2 



145 

2 
21 
12 
12 
6 
8 
4 
12 
4 
4 
2 
5 
3 
4 
1 
2 
1 
1 
0 
2 
3 
1 

2 
4 
4 
5 
1 
4 
1 
1 

3 

1 
1 

2 

1 

1 
2 
1 
1 

1 

2* 

1 

1 

2t 

1 

1 

1 

3* 

632 

110 

35 

13 

The  table  presented  (Table  L)  shows  the  facts  obtained 
regarding  the  relation  of  the  dose  of  antitoxin  given  to  the 
incidence  of  paralysis  and  its  severity.  The  question  of  the 
effect  of  large  doses  of  antitoxin  on  the  occurrence  of  para- 
lysis cannot  be  determined  from  the  facts  collated,  inasmuch 
as  it  is  impossible  to  determine  in  how  many  instances  small 
doses  of  antitoxin  (under  say  1000  normal  units)  were  given 
to  severe  cases,  and  how  often  large  doses  were  given  to 
mild  cases  of  the  disease.  The  severe  cases  no  doubt,  in 
most  instances,  received  the  large  doses  of  antitoxin. 

The  following  table  shows  the  percentage  incidence  of 
palsy,  dividing  the  cases  into  three  groups ;  those  that 
received  1—5,000  N.U.,  those  that  received  5,001—10,000 
N.U.,  and  those  that  received  over  10,000. 

*  One  death  from  broneho-pneuniouia. 
t  One  death  from  anuria. 
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Table  M. 


Amount  of  antitoxin.      \      ^^l^-"       ['"'^''t^r'- 

1 

Percentage 

incidence  of 

paralysis. 

Mortality  of  all  cases 
from  all  causes. 

1—5,000  N.U. 
5,001—10,000  X.U. 
Over  10,000  X.U. 

318 
186 
128 

69 
41 
35 

21-7 
22-0 
27-3 

13-2  per  cent. 
17-7       „ 
37-5       „ 

The  cases  that  received  the  largest  doses  of  antitoxin  had 
a  higher  percentage  of  paralysis  incidence  and  a  greater 
total  mortality,  but  the  greater  severity  of  the  disease  in  this 
group  stultifies  any  deductions  to  be  drawn  as  to  the  effect  of 
larger  doses  of  antitoxin  in  preventing  paralysis  in  the  milder 
cases. 


SECTION  IV. 

Symptoms  attributable  to  the  Antitoxin.* 

Besides  its  effect  on  the  course  of  the  disease,  the  injec- 
tion of  antitoxin  may  have  the  result  of  producing  certain 
forms  of  rash,  and  of  causing  pains  in  or  about  the  joints. 
As  these  effects  (except  in  very  rare  instances  a  rash)  are  not 
observed  in  cases  of  diphtheria  not  treated  by  antitoxin,  they 
are  directly  attributable  to  the  use  of  the  antitoxic  serum. 

Frequency  of  rash. — Of  the  633  cases  under  review,  some 
form  of  rash  followed  the  injection  of  antitoxin  in  220 
instances, — that  is,  in  34*7  per  cent,  of  the  cases. 

Character  of  rash. — In  the  great  majority  of  cases  the  rash 
appears  as  an  erythema  or  as  an  urticaria,  and  the  two  may 
be  observed  in  the  same  case,  and  even  be  followed  in  rare 
instances  (5  in  number)  by  petechiee.  Of  the  220  cases  of 
rash,  161  were  described  as  erythema,  simple,  papular, 
gyrate,  or  punctate  (117  being  cases  of  simple  erythema),  37 
as  urticaria;  while  in  17  urticaria  and  erythema  were 
associated,  and  in  3  cases  of  erythema  and  in  2  of  urticaria 

*  Three  cases,  recently  comuiunicated  to  the  Committee  hy  Dr.  E.  W.  Good- 
all,  in  which  the  injection  of  antitoxin  was  followed  by  unusual  symptoms,  are 
given  in  Appendix  III. 
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the  rash  became  petechial.  Of  these  5  cases^  3  recovered  and 
2  died. 

Occurrence  of  pyrexia  icith  the  rash. — Of  220  cases,  the 
rash  was  attended  with  fever  in  136,  there  was  no  fever  in  83 
instances,  and  in  one  other  the  point  is  not  noted.  In  some 
of  the  cases  the  appearance  of  the  rash  was  coincident  with 
the  rise  of  temperature ;  in  others  the  rash  preceded  or 
succeeded  the  onset  of  the  fever.  In  the  majority  of  the 
cases,  however,  the  rash  appeared  to  have  a  definite  relation 
to  the  pyrexia. 

Occurrence  of  pyrexia  tvithout  a  rash. — Slight  pyrexia 
lasting  from  one  to  seven  days  occurred  in  27  cases  out  of 
633 ;  5  of  these  had  previously  had  a  rash,  and  22  had  no 
rash  at  any  time.  This  late  pyrexia  occurred  after  the 
temperature  observed  in  the  acute  disease  had  fallen  to 
normal ;  there  was  an  afebrile  period,  followed  by  a  rise  of 
temperature  of  varying  degree  and  duration.  The  period  at 
which  this  late  pyrexia  occurred  after  the  first  injection  of 
antitoxin  is  shown  in  the  following  table  : 

Cases. 

4  to  10  days  after  first  injection  .  .     9 

10  to  20         „  „  ...  1,5 

23  to  28         „  „  ...     3 

The  duration  of  the  fever  was  as  follows  : 

1  to  2  days  .  .  .  .11 

3  to  5     „  .J.  .  .  .  .9 

6  to  7     „  ,■  .  .  .  .  .4 

In  3  cases  the  duration  is  not  stated.  In  one  case  there 
were  two  periods  of  pyrexia  dui-ing  convalescence,  one  on  the 
twenty-second  day  after  the  first  injection,  lasting  five  days, 
and  one  on  the  forty-ninth  day,  lasting  twenty-four  hours. 
In  five  of  the  cases  death  occurred.  No  conclusion  can  be 
arrived  at  regarding  the  cause  of  the  rise  of  temperatui-e,  i.  e. 
whether  it  is  a  pai*t  of  the  disease  itself,  or  is  an  effect  of  the 
injection  of  the  antitoxin,  or  is  due  to  some  other  cause. 

Relation  of  rash  to  site  of  injection. — In  46  of  the  220  cases 
the  rash  was  first  observed  at  or  near  the  site  of  injection,  in 
two  of  these  the  only  rash  was  an  erythema  that  occurred 
around  the  site  of  puncture.  Thei*e  was  no  relation  in  173,  and 
in  one  case  the  point  is  not  noted. 

Other  Symptoms. — All  injections  were  given  under  strict 
antiseptic  precautions,  but  nevertheless  in  two  instances  an 
abscess  formed  at  the   seat   of  puncture.      Another  patient 
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received  injections  of  serum  derived  from  two  different 
sources ;  the  injection  of  one  produced  acute  cellulitis,  of 
the  other  not  only  cellulitis  but  suppuration  as  well.  In  a 
fourth  cellulitis  occurred  without  suppuration.  In  8  there 
was  swelling-  lasting  more  than  twenty-four  hours  at  the 
site  of  the  injection.  In  6  oedema  of  the  scrotum  was  noticed  ; 
in  3  of  these  it  synchronised  with  the  rash  and  secondaiy 
pyrexia ;  in  2  it  appeared  after  the  rash  had  passed  away ; 
in  the  remaining  one  there  was  no  rash,  but  pyrexia ;  in 
2  the  scrotal  oedema  lasted  four,  and  in  1  eight  days ;  in  3  it 
was  doubtful  whether  there  was  not  some  orchitis  as  well. 
Cervical  adenitis,  either  recurrent  or  observed  for  the  first 
time,  accompanied  the  antitoxin  rash  in  nine  instances. 

Mortality. — Of  the  220  cases  of  diphtheria  with  rash,  22 
died.  In  no  instance  did  the  presence  of  a  rash  appear  to 
have  any  bearing  on  the  ultimate  result  of  the  case. 

In  the  following  table  (N)  the  time  of  occurrence  of  rash 
after  the  first  injection  of  the  antitoxin  is  shown.  It  is  seen 
that  the  majority  (147,  or  (S&S  per  cent.)  of  the  cases  occurred 
from  the  seventh  to  the  twelfth  days,  and  by  far  the  largest 
number  on  the  eighth  day.  From  the  first  to  the  sixth  day 
33,  or  15  per  cent.,  occurred ;  and  from  the  thirteenth  to  the 
eighteenth  day  34,  or  lo'4  per  cent.  After  the  eighteenth  day 
only  six  cases,  or  2*7  per  cent.,  are  recorded. 

In  fourteen  instances  the  rash  recurred,  and  its  date  is 
shown  in  Table  0. 


Table  N. — Time  of  Occurrence  of  Rash. 


elation  of  lasli  to  first 

Number  of 

injection. 

cases. 

1st  day  utter 

4~ 

2ud       „ 

4 

3rd 

4th 

^33 

5th 

5 

10. 

6th 

7th        „ 

20"^ 

8th 

41  i 

9th       „ 
10th 

iih 

11th        „ 

24  1 

12th 

lOj 

Total  number  of  cases 

KelHtiou  of  rash  to  first 
injection. 
13th  dav  after 
14th       "„ 
15th 
16th 
17tli 
18th 

19th 

22nd       „ 
2oth 
29th 
31st 

.     220 


Number  of 
cases. 

6| 
IJ 

2^ 
1 1 

1).   6 
1  I 
IJ 


The  occurrence  of  rash  at  long  intervals  after  the  first  in- 
jection of  antitoxin  does   not  necessarily  imply  that  subse- 
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quent  injections  liad  been  given.  An  examination  of  the 
cases  from  this  point  of  view  showed  that  a  rash  may  occur 
on  the  eighteenth,  twenty-second,  and  even  thirty-first  days 
after  the  last  injection  of  the  serum. 

Table  O. — Recurrence  of  Rash. 


Diite 

of  riisli  after  first 
injection. 

Date  of  recurrence  of 
rasli  witliout  fresli  injec- 
tion of  antitoxin. 

1  ca? 

e,    1st  (lay 

after 

9th  day  after  first 

injection 

Isb 

19th 

2iul 

13ch 

3rd 

8th 

3rd 

18th 

.5th 

23rd 

6tli 

11th 

7th 

24th 

8th 

13th 

8th 

16th 

8th 

13th 

9th 

23rd 

9th 

18th 

11th 

31st 

Table  P. — Duration  of  Rash. 


Days. 

Erytliema. 

Urticaria. 

Erythema  and 
urticaria. 

TotaL 

1 

42  cases 

7  cases 

1  case 

50  cases 

2 

31     „ 

7     „ 

2  cases 

40    „ 

3 

20     „ 

8     „ 

2     „ 

30    „ 

4 

22     „ 

5     „ 

2     „ 

29     „ 

5 

15     „ 

1  case 

3     „ 

19     „ 

6 

7     „ 

2  cases 

9     „ 

7 

5     „ 

1  case 

3  cases 

9     „ 

8 

3     „ 

1     „ 

2     „ 

6     „ 

9 

1  case 

... 

1  case 

10 

2  cases 

1  case 

3  cases 

12 

2     „ 

2     „ 

13 

1  case 

1  case 

14 

1  case 

1     j» 

15 

1  case 

1     >j 

16 

1  case 

1     J, 

17 

1  case 

■•■     » 

152 

35 

16 

203 

It  will  be  observed  that  there  were  152  cases  of  erythema, 
130  of  which  lasted  from  one  to  five  days — one  half  lasting 
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only  two  days, — 35  cases  of  urticaria,  28  of  which  lasted  from 
one  to  five  days,  and  16  cases  of  erythema  and  urticaria,  10 
of  which  lasted  from  one  to  five  days. 

In'  the  remaining  cases  the  duration  of  the  rash  is  not 
stated. 

The  following  table  (Q)  shows  that  the  incidence  of  rash  is 
nearly  the  same  at  all  ages. 

Table  Q. 


Cases  of  rash.     All  cases  treated. 

1 

Perceutage 
incideDce  of  rash. 

Under  1  year  .         .            3                      ll^l 

1—  2    .         .         .          22         i             51 

2—  3    .         .         .          22                      69 

3—  4   .         .         .          30         :             95 
4^  5    .         .         .[         35                      93 

1                                                                             J 

5—  6   .         .         .         19                     72' 

6—  7   .         .         .         18                     52 

7—  8    .         .         .            9         '             34 

8—  9    .         .         .          12                      32 
9—10   ...           7                     28^ 

10—15    ...         27                     53^ 
15—20    ...            6                      14 
Over  20.         .         .          10                      29, 

i 

\ 

35-0 
31-0 
44-0 

220                    633 

Pains  in  joints,  ^-c. — Of  the  total  number  of  cases  under 
review  (633)  pains  in  or  about  the  joints  and  swelling  were 
observed  in  40,  Of  these,  all  but  5  also  had  a  rash.  In 
26  cases  the  joint-pains  were  accompanied  by  some  fever;  in 
14  there  was  no  fever. 

In  the  following  table  (R)  it  is  seen  that  the  percentage 
incidence  of  rash  and  of  late  pyrexia  does  not  appreciably 
vary  in  accordance  with  the  amount  of  antitoxin  used,  but 
that  in  the  cases  under  review  a  very  marked  increase  in  the 
frequency  of  pains  in  and  about  the  joints  is  seen  in  those 
which  received  the  largest  doses. 
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Tablk  K. — Occurrence  of  Rashes,  Pains,  and  Late  Pyrexia  in 
Relation  to  the  Amount  of  Antitoxin  given. 


N.  Units. 

All  cases 
treated. 

Rash. 

Joint  pains. 

Late 
pyrexia. 

1—  1,000 

ri7 

9n 

-1 

n 

1,001—  2,000 

1  90 

17  1 

5| 

6| 

2,001—  3,000 

318 «{  85 

32  }.35-2 

4  f.5-0 

2  ;.4-7 

3,001—  4,000 

1  83 

30  1 

5 

2| 

4,001—  5,000 

L43 

24  J 

2J 

4J 

5,001—  6,000 

feo 

151 

41 

n 

6,001—  7,000 

1  25 

15  1 

2 

ii 

7,001—  8,000 

186 «{  31 

6  f-31-7 

2  ^8-0 

2  J.3-2 

8,001—  9,000 

1  54 

18  1 

31 

1  1 

9,001—10,000 

Ll6 

5J 

4J 

IJ 

10,001-11,000 

r36 

141 

11 

-1 

11,001—12,000 

28 

6 

1 

12,001—13,000 

6 

6 

— 

— 

13,001—14,000 

11 

2 

— 

1 

14,001—15,000 

5 

5 

— 

15,001—16,000 

10 

2 

— 

— 

16,001—17,000 

129- 

2 

1 

-37-9 

.13-9 

— 

>4-6 

17,001—18,000 

2 

2 

— 

_ 

18,001—19,000 

1 

1 

— 

1 

19,001—20,000 

4 

3 

— 

Over  20,000 

17 

5 

11 

2 

Over  30,000 

1    6 

2 

2 

1 

Amount  doubtful 

LI 

-> 

—J 

-J 

633 

220 

40 

27 

SECTION  V. 

Fatal  Cases. 

In  considering  the  cause  of  death  in  cases  of  diphtheria 
there  is  the  initial  difficulty  of  ascribing  the  fatal  result  to 
any  one  particular  event.  The  fatal  result  is,  in  the  majority 
of  cases,  due  to  a  combination  of  circumstances,  which 
cannot  be  expressed  accurately  in  a  table  for  purposes  of 
comparison. 

The  leading  symptoms  present  in  diphtheria  before  death 
may  be  described  as  cardiac  failure  and  anuria.  Cardiac 
failure  includes  those  cases  in  which  there  is  a  very  frequent 
pulse,   with   or  without   syncope   as  the  final  event;  but  in 


24 


Report  of  the  Committee  on  the 


cases  of  anuria  there  are  also  fi'equently  the  signs  of  cai-diac 
failure^  and  partial  suppression  of  ui'ine  may  be  present  in 
cases  tabulated  as  cardiac  failure.  Likewise  in  the  cases  in 
which  death  is  ascribed  to  paralysis  the  general  effects  of 
the  diphtheria  poison  are  also  present,  notably  the  effect  on 
the  heart. 

In  the  following  tables,  therefore,  the  headings  cardiac 
failure^  anuria,  paralysis,  must  be  taken  as  indicating  only 
the  most  prominent  symptoms  preceding  death.  Similarly  in 
ascribing  death  to  the  extension  of  membrane  to  the  lungs 
and  to  broncho-pneumonia,  the  statement  is  only  partially 
true,  inasmuch  as  the  fatal  result  is  due  as  well  to  the  toxasmia 
of  the  disease. 

No  evidence  was  obtained  from  a  review  of  the  cases  under 
investigation  that  the  injection  of  antitoxin  gave  rise  to 
any  prejudicial  effect  on  the  kidneys.  The  number  of  cases 
in  Avhich  albuminuria  was  present  is  not  given  because  the 
Committee  were  unable  to  obtain  data  for  a  control  series. 
In  an  appendix  cases  are  given  in  which  antitoxin  was  used 
in  nephritis  without  appearing  to  exert  any  influence,  bene- 
ficial or  the  reverse,  on  the  state  of  the  kidneys  (Appendix  II). 

The  approximate  causes  of  death  are  presented  in  the 
followinsr  table. 


Table   S. — Amyroximate  Causes  of  Death. 
Antitoxin  Series. 

Total  number  of  cases  633.     Deaths  124.     Mortality  19"5  per  cent. 


Cause  of  death. 

Ko.  of  cases. 

Percentage  of 
all  deaths. 

Percentage  of 

all  cases  treated. 

Cardiac  failure         .          .          .         . 

Anuria    ...... 

Broncho-pneumonia 

Extension  of  membrane  to  lungs     . 

Paralysis          .          .          .          .         . 

Convulsions     .          .         .          .         . 

Cardiac  thrombosis 
Causes    not    due    to    diphtheria    in 
convalescent  patients  . 

62 
33 

8 

3* 
11 

1 

6t 

500 
26-6 

6-4 
2-4 

8-8 

0-8 
4-8 

9-8 
5-2 
1-2 

0-4 
1-7 

0-1 

0-9 

*  In   two   of   these  cases  the  extension   of   membrane   had  most  probably 
occurred  before  antitoxin  was  injected. 

t  Scarlet  fever  2,  tuberculosis  2,  measles  1,  bronchiectasis  1 ;  total  6. 
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For  comparison  the  following  table  is  given,  which  shows 
similar  details  for  the  136  fatal  cases  not  treated  with  anti- 
toxin occurring  at  the  Eastern  Hospital  immediately  before 
the  introduction  of  the  antitoxin  treatment  in  1894.* 


Table  S   [continued). 

Non-antitoxin  Series. 

Total  number  of  cases  452.     Deaths  136.     Mortality  30  per  cent. 


Cause  of  (leiilli. 

Xo.  of  ciises. 

Perccntiige  of 
all  (leiillis. 

Percentage  of 
all  cases  treated. 

Cardiac  failure        .          .          .          . 

Anuria    ...... 

Broncho-pneuniouiii 

E.\tension  of  meinbr;ine  to  lungs    . 

Paralysis          .          .          .          .         . 

Convulsions    .          .          .          .          . 

Cardiac  thrombosis 

Death  during  tracheotomy 

Respiratory  failure  immediately 
after  tracheotomy  ;  cause  unex- 
plained       .          .          .          . 

Causes  not  due  to  diphtheria  in 
convalescent  patients . 

58 
23 
21 
21 

3 

2 

1 

1 

1 

5t 

42-6 

16-9 

15-4 

15-4 

2-2 

1-4 

0-7 

0-7 

0-7 
3-6 

12-8 
50 
4-6 
4-6 
0-6 
0-4 
0-2 
0-2 

0-2 
1-1 

The  most  striking  point  brought  out  by  a  comparison  of 
these  two  series  of  cases  is  the  great  reduction  in  the  fatal 
cases  in  which  there  was  broncho-pneumonia  and  extension 
of  membrane  to  the  lungs,  in  the  series  treated  by  antitoxin. 
In  both  classes  of  cases  the  most  prominent  symptoms  pre- 
ceding death  were  cardiac  failure  and  anuria.  The  figures 
do  not  allow  any  reliable  deductions  to  be  di-awn  as  to  the 
effect  of  the  antitoxin  on  the  occurrence  of  these  two  sym- 
ptoms. It  is  seen  in  the  right-hand  column  of  the  table  that 
deaths  with  cardiac  failure  form  a  smaller  proportion  of  the 
total  number  of  cases  treated  where  antitoxin  is  used  than 
where  it  is  not  (9*8  per  cent,  as  against  12 "8  per  cent.),  and 
that  the  proportion  of  cases  dying  with  anuria  to  those  dying 
with  cardiac  failure  is  greater  ia  the  antitoxin  cases  than  in 
those  not  treated  with  antitoxin.     The  figures  are   5'2    per 


*  Op.  cit.,  p.  9. 

t  Scarlet  fever  3,  measles  1,  old  empyema  1 ;  total  5. 
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cent,  to  9*8  per  cent,  in  the  antitoxin  group,  and  5  per  cent,  to 
12*8  per  cent,  in  the  non-antitoxin  group.  The  fatal  cases 
dying  with  anuria  have,  as  nearly  as  possible,  the  same  per- 
centages in  the  two  series.  The  number  of  cases  that  died 
with  paralysis  as  a  prominent  symptom  is  also  larger  in  the 
antitoxin  series  than  in  the  other ;  in  the  former  they  re- 
present 8"8  per  cent,  of  the  deaths,  and  in  the  latter  only  2'2 
per  cent. 

In  judging  of  these  results  it  is  necessary  to  consider  the 
duration  of  life  of  the  patients.  In  diphtheria  the  fatal  result 
is  brought  about  by  the  action  of  a  poison  circulating  in  the 
blood  which  is  the  cause  of  the  cardiac  failure,  of  the  anuria, 
or  of  the  paralysis.  Putting  aside  the  difficulty  of  deciding 
the  prominent  symptoms  preceding  death  (whether  cardiac 
failure  or  anuria)  in  the  acute  stage  of  the  illness,  it  is 
reasonable  to  suppose  that  the  longer  the  fatal  cases  survive, 
the  more  probable  it  is  that  paralysis  will  be  observed. 

The  following  table  contains  an  analysis  of  the  fatal  cases, 
showing  the  duration  of  life  after  treatment  was  commenced,, 
and  the  relation  to  the  day  of  treatment. 


Table  T. — Cases  treated  ^cith  Antitoxin. 


Antitoxin  Committee's  Report. 

633  cases.     12-4  deaths.     19'5  per  cent,  mortality. 

Analysis  of  124  fatal  cases. 


Duration  of  life  iu 
hospital. 

Treated  within  T-o^to,!  „„  iti. 
No.  of  cases.  ,3  days  of  onset  ^reated^on  4th 
of  disease. 

Treated  5th 
dav  and 
later. 

Percentage 
of  fatal 
cases. 

1 — 4  days                  51 

5 — 15  days                  51 

16 — 49  or  more 
days;  2  lived  over 

70  days                      22 

1 

14 
12 

6 

6 
17 

3 

31 
22 

13 

41-1 
41-1 

17-1 

This  table  maybe  compared  with  a  second  table  (Table  U), 
which  is  compiled  from  consecutive  cases  treated  at  two  dif- 
ferent hospitals,  and  shows  the  duration  of  life  in  relation  to 
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the  day  of    commeucemeiit  of  treatment  when   no  antitoxin 
was  used. 


Table  U. — Casea  not  treated  tvith  Antitoxin* 

440  cases.     139  deaths.     31'5  per  cent,  niortality. 
Analysis  of  139  fatal  cases. 


Duration  of  life  in 
hospital. 

No.  of  cases. 

Treated  within Im      ,    ,        ,,, 
3daysofo„set|T""tedou«h 

of  disease.                  ''^* 

Treated  5th 

day  and 

later. 

PercentHjre 
of  fatal 
cases. 

1—4  dnvs 

5 — 15  days 

16 — 49  or  more 

days  ;  2  lived  62 

and  75  days 

83 
43 

13 

35 
13 

6 

15                  33 
13                  17 

3                    4 

60-0 
30-7 

9-3 

It  is  quite  clear  that  the  duration  of  life  of  the  fatal  cases 
treated  by  antitoxin  is  greater  than  in  those  not  so  treated. 
In  the  cases  not  treated  by  antitoxin  a  large  proportion  (60 
per  cent.)  of  the  fatal  cases  lived  only  from  one  to  four  days 
in  hospital;  in  the  antitoxin  series  less  than  half  (41*1  per 
cent.)  of  the  cases  died  on  or  before  the  fourth  day.  In  the 
second  group  of  cases,  viz.  those  that  lived  from  five  to  fifteen 
daySj  the  larger  number  is  in  the  antitoxin  series  (41  "1  per 
cent.,  as  compared  with  30"7  per  cent.),  whilst  the  percentage 
of  cases  which  lived  sixteen  days  and  over  is  nearly  twice 
as  large  in  the  antitoxin  series  as  in  the  other. 

Moreover,  of  the  13  antitoxin  cases  in  the  last  group  which 
survived  longer  than  thirty-two  days,  no  less  than  eight  died 
with  paralysis.  The  longer  duration  of  life  accounts  for  the 
greater  proportion  of  paralysis  in  the  fatal  cases  treated  by 
antitoxin  than  in  those  not  so  treated  (p.  24),  and  partly  ex- 
plains the  large  number  of  cases  of  paralysis  observed  in  the 
antitoxin  cases  that  recovered    (p.  15)  ;   for   the   longer  the 

*  These  cnses  were  obtained  from  tliefollowinjr  sources  : — University  CoUefre 
Hospital  (1891-3)  216  cases,  75  deaths,  mortality  =  34*7  per  cent.  The  total 
number  of  cases  treated  during?  this  period  was  227,  with  86  deaths  =  a  mor- 
tality of  37'8  per  cent.  ;  but  11  eases  cannot  be  included  in  this  table  because 
the  day  of  disease  on  which  treatment  was  commenced  was  doubtful.  Eastern 
Hospital  (Metropolitan  Asylums  Board),  January  1st  to  June  30th,  1894,  224 
cases,  64  deaths  =  a  mortality  of  28'6  per  cent.  One  case  is  omitted,  as  the 
day  of  disease  on  admission  to  the  hospital  was  doubtful. 
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tluratioii  of  life,  the  more  likely  is  paralysis  to  be  observed. 
As  regards  the  relation  of  the  duration  of  life  to  the  day  of 
C(jmmeiicement  of  treatment,  a  reference  to  the  figures  in 
Tables  T  and  U  shows  that  although  the  average  date  of 
commencement  of  treatment  was  later  in  the  antitoxin  than 
in  the  control  series,  yet  not  only  was  the  duration  of  life  of 
tlie  fatal  cases  prolonged  in  the  former,  but  the  general  mor- 
tality was  also  much  lower  (19'5  per  cent.,  as  compared  with 
31*5  per  cent.). 


Summary  and  Conclusions. 

The  material  for  the  investigation  of  the  clinical  value  of 
the  antitoxin  serum  in  the  treatment  of  diphtheria  was  not 
obtained  from  selected  but  from  consecutive  cases  reported 
from  the  general  hospitals  and  the  fever  hospitals  of  the 
Metropolitan  Asylums  Board;  all  were  made  use  of  which 
fulfilled  the  requirements  of  the  Committee. 

The  Committee  rejected  all  cases  in  which  satisfactory 
proof  of  the  existence  of  true  diphtheria  was  not  shown, 
either  by  the  presence  of  the  Bacillus  diphtherise  upon 
bacteriological  examination,  or  by  the  occurrence  of  paralysis 
in  the  course  of  the  illness.  All  were  also  rejected  in  Avhich 
the  amount  of  antitoxin  administered  was  stated  in  cubic 
centimetres  and  not  in  normal  units,  the  Committee  having 
no  means  by  which  the  strength  of  the  antitoxin  could  in 
these  cases  be  determined. 

Six  hundx-ed  and  thirty-three  cases  form  the  basis  on  which 
the  report  is  drawn  up  ;  549  were  treated  with  antitoxin  ob- 
tained from  the  Laboratory  of  the  Royal  College  of  Physicians 
and  Surgeons ;  the  remainder,  eighty-four  in  number,  were 
injected  with  antitoxin  obtained  from  other  sources  {vide 
p.  4).  In  nine  instances  antitoxin  from  two  different 
sources  was  injected  into  the  same  patient. 

Statistics  of  the  disease  before  the  use  of  antitoxin  are 
introduced  as  control  series;  these  were  obtained  from  the 
fever  hospitals  of  the  Metropolitan  Asylums  Board  and  from 
the  general  hospitals,  and  like  the  antitoxin  series  are  com- 
])iled  from  consecutive  and  not  from  selected  cases. 

The  general  mortality  under  the  antitoxin  treatment  was 
19*5  per  cent,  {vide  p.  5),  a  reduction  of  ten  on  the  percentage 
mortality  of  the  cases  treated  in  the  hospitals  of  the  Metro- 
politan Asylums   Board  in  1894.       If  fifteen  fatal   cases  in 
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which  death  took  place  withiu  twenty-four  hours  of  the  first 
injection  be  deducted,  the  mortality  falls  to  15"6  per  cent., 
which  is  very  little  more  than  half  the  mortality  during  1894 
under  other  forms  of  treatment. 

The  lessened  mortality  is  especially  noticeable  in  the 
earlier  years  of  life,  the  percentage  mortality  of  children 
under  five  being  26'3,  as  opposed  to  47'4.  In  the  next  period 
of  five  years  the  percentage  mortality  is  16"0,  as  opposed  to 
26*0;  whilst  after  ten  years  of  age  the  difference  in  the 
mortality  is  slight  {uide  p.  7). 

Laryngeal  diphtheria  is  admittedly  the  most  dangerous 
form.  The  laryngeal  cases  have  a  percentage  mortality  of 
23'6  in  the  antitoxin  as  compared  with  66'0  in  the  non-anti- 
toxin series  {vide  p.  6).  In  the  cases  in  which  laiyngeal 
symptoms  are  so  severe  as  to  necessitate  tracheotomy  the 
saving  of  life  by  the  use  of  antitoxin  is  very  marked,  the 
mortality  being  reduced  one  half  to  36"0  as  opposed  to  71"6  per 
cent,  {vide  p.  12). 

The  strongest  evidence  of  the  value  of  the  antitoxin 
treatment  is  that  in  addition  to  reducing  the  general  mortality 
by  one  third,  the  duration  of  life  in  the  fatal  cases  is 
decidedly  prolonged  {vide  p.  26).  These  two  facts  taken 
together  conclusively  prove  the  beneficial  effects  of  the 
antitoxin  treatment. 

The  incidence  of  paralysis  is  greater  in  the  antitoxin  than  in 
the  control  series  {vide  p.  15).  This  increased  number  is  partly 
explained  by  the  lessened  mortality,  and  partly  by  the  longer 
duration  of  life  in  the  fatal  cases  affording  time  for  the 
development  of  paralytic  symptoms.  The  percentage  mor- 
tality of  those  who  had  some  form  or  other  of  paralysis  is 
lower  in  the  antitoxin  than  in  the  control  series  {vide  p.  24), 
so  that,  notwithstanding  the  apparent  greater  risk  of  paralysis 
supervening,  the  probability  of  final  recovery  is  greater. 

No  definite  conclusion  can  be  drawn,  for  the  reasons  stated 
in  the  body  of  the  report,  as  to  the  advantage  of  adminis- 
tering the  whole  of  the  antitoxin  within  forty-eight  hours  of 
the  first  injection,  or  continuing  it  for  a  longer  period  {vide 
p.  10),  but  evidence  is  afforded  of  the  importance  of  its 
administration  as  eaidy  as  possible  in  the  course  of  the  disease 
{vide  p.  9),  the  percentage  mortality  in  cases  injected  on 
the  first  and  second  days  of  the  disease  being  10"7,  as  com- 
pared with  25"5  for  those  first  receiving  the  injection  on  the 
fifth  or  some  subsequent  day. 

No  conclusions  can  be  drawn  from  the  cases  reported  on 
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as  to  the  amount  of  antitoxin  which  should  be  used  to  obtain 
the  best  effects,  but  they  show  that  the  administration  of 
vei-y  large  doses  is  followed  by  no  pronounced  ill  effects. 

The  injection  of  antitoxin  is  responsible  for  the  production 
of  rashes,  joint-pains,  and  possibly  for  the  occurrence  of  late 
pyrexia.  In  347  per  cent,  the  injections  were  followed  by 
rashes  {vide  p.  18).  Some  amount  of  fever  accompanied  the 
rash  in  60-0  per  cent.  In  only  9-4  per  cent,  of  those  in 
whom  rashes  were  observed  did  death  ensue. 

Joint-pains  {vide  p.  22)  were  observed  in  40,  or  6'3  per 
cent,  of  the  whole  number,  and  all  but  five  of  them  had  a  rash 
as  well. 

In  26,  or  65  per  cent,  of  the  joint-pains,  some  rise  of 
temperature  accompanied  the  pain.  A  rise  of  temperature 
during  convalescence,  accompanied  by  either  rash  or  joint- 
pain,  occurred  in  27,  or  4-2  per  cent,  of  the  whole  number 
{vide  p.  19). 

No  connection  could  be  traced  between  the  amount  of 
antitoxin  administered  and  the  occurrence  of  rashes  or  late 
pyrexia^  but  the  pain  in  and  about  the  joints  appears  to 
have  a  relationship  to  the  amount  of  antitoxin  used. 

The  results  of  the  Committee's  investigation  tend  to  show 
that  by  the  use  of  antitoxin — 

1.  The  general  mortality  is  reduced  by  one  third. 

2.  The  mortality  in  tracheotomy  falls  by  one  half. 

3.  Extension  of  membrane  to  the  larynx  very  rarely  occurs 

after  the  administration  of  antitoxin. 

4.  The  duration  of  life  in  the  fatal  cases  is  decidedly  pro- 

longed. 

5.  The  number  of  fatal  cases  is  less  when  antitoxin  is  used 

early  in  the  illness  than  in  those  which  do  not  receive 
it  until  a  later  period. 

6.  The   frequency  of    the   occurrence    of   paralysis    is  not 

diminished,  but  the  percentage  of  recoveries  in  cases 
with  paralysis  is  slightly  increased. 

7.  Rashes  are  produced  in  about  one  third   of  the  cases, 

and  are  attributable  to  the  antitoxin. 

8.  Pain    and    occasionally  swelling    about    the    joints  are 

produced  in  a  small  number  of  cases. 

9.  Even  when  used  in  very  large  doses  no  serious  ill  effects 

have  followed  the  injection  of  antitoxin. 

W.  S.  Church, 
Chairman  of  the  Committee. 
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APPENDIX   I. 


Three  cases  of  Hemorrhagic  Diphtheria  treated  hij  Antitoxin  : 
recovery.     (Communicated  by  Dr.  E.  W.  Goodall.) 

Case  1. — Ernest  P.,  tet.  8,  was  admitted  into  the  hospital 
shortly  before  7  p.m.  on  June  G,  1896.  His  illness  had  com- 
menced with  headache  and  sore  throat  on  June  2  ;  swelling 
of  the  neck,  a  discharge  from  the  nose,  and  vomiting  were 
observed  on  the  5th.  On  admission  the  boy  was  exceedingly 
ill ;  a  dirty-looking  membranous  exudation  covered  the 
tonsils,  soft  palate  and  its  arches,  and  extended  well  on  to 
the  hard  palate.  A  sanious  discharge  ran  from  the  nose, 
and  there  was  brawny  swelling  of  the  neck  on  each  side, 
reaching  down  below  the  clavicles,  where  the  skin  was  oede- 
matous.  The  temperature  was  normal.  A  cultivation  made 
from  the  faucial  exudation  yielded  a  pure  growth  of  the 
Loeffler  bacillus. 

On  admission,  2000  units  of  antitoxic  serum  were  injected 
into  one  flank. 

The  next  day  the  boy  was  no  better ;  he  was,  if  anything, 
as  regards  his  general  condition  a  little  worse.  His  face  was 
of  a  distinctly  greyish  hue.  I  saw  the  boy  with  the  medical 
practitioner  under  whose  certificate  he  had  been  sent  to  the 
hospital,  and  who  had  come  to  see  him ;  and  I  told  this 
gentleman  that  I  considered  the  boy's  chance  of  life  was 
exceedingly  remote.  Had  it  not  been  for  the  fact  that  in 
spite  of  his  appearance  the  patient's  pulse  was  of  very  fair 
tension  and  volume,  and  that  eighteen  ounces  of  ui'ine,  free 
from  albumen,  had  been  voided  during  the  night,  I  should 
have  considered  that  the  boy  had  no  chance  whatever.  In 
the  morning  2400  units  Avere  injected,  and  in  the  evening 
1600.  During  the  day  there  was  epistaxis  and  occasional 
vomiting.  There  was  no  increase  in  the  amount  of  membrane 
nor  of  the  cervical  cellulitis. 
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June  8. — The  cervical  swelling  had  decreased,  but  a  crop 
of  small  heemorrhages  had  appeared  on  the  upper  part  of  the 
chest  and  the  lower  part  of  the  neck ;  most  of  the  hgemor- 
rhages  were  petechial,  but  some  were  larger  than  flea-bites. 
Fresh  hgeraorrhages  continued  to  appear  during  the  next  two 
days  in  the  same  region.  The  condition  of  the  fauces  was 
the  same.  The  pulse  was  140,  soft,  and  of  fair  volume. 
Fifteen  ounces  of  urine  were  passed  during  the  day.  Con- 
sidering that  the  boy  was  no  worse,  and  in  some  respects 
better,  it  was  determined  to  go  on  with  the  serum  in  larger 
doses,  so  9000  units  were  injected  in  the  forenoon,  4000  at 
1.30  A.M.  on  June  9,  5000  at  3.45  p.m.  on  June  9,  and  5000  at 
midnight. 

On  June  10  there  was  albuminuria,  but  a  fair  amount  of 
urine  was  being  excreted.  The  faucial  exudation  had 
lessened,  and  the  boy  was  brighter,  and  his  general  condition 
had  improved.  There  was  slight  left  internal  strabismus, 
due  to  paresis  of  the  external  rectus.  Another  4000  units 
were  injected  this  morning. 

On  June  11  there  was  still  albuminuria,  which  persisted 
off  and  on  for  twenty-eight  days;  the  amount  of  urine 
remained  fair.  The  fauces  were  nearly  clear.  Pulse  118,  of 
good  volume;  nasal  voice;  knee-jerks  brisk.  The  boy  is 
bright  and  looks  well. 

June  12. — -'Fauces  clear;  paresis  of  right  external  rectus. 

June  13. — Some  ecchymosis  at  the  site  of  some  of  the 
injections.  All  the  reflexes  were  increased.  Heart  normal. 
Pulse  110,  of  fair  volume  and  tension. 

June  20. — Voice  very  nasal ;  patient  pale. 

June  23. — Vision  =  J.  2  at  six  inches.  No  knee-jerks; 
very  fair  power  in  the  lower  extremities.     Pulse  118. 

June  27. — Pulse  116;  faint  bruise-like  staining  of  the 
loins ;  some  oedema  of  the  face  and  back.  The  boy  remained 
in  much  the  same  state  till  July  11,  when  ciliary  paralysis 
was  observed,  but  this  disappeared  in  the  course  of  a  few 
days. 

On  July  18  there  was  difiicult}'  in  swallowing,  and  the 
patient  was  ordered  to  be  fed  by  means  of  a  tube.  Pulse  124, 
good  volume  and  tension. 

July  25. — Able  to  swallow  well ;  voice  still  nasal.  Patient 
is  extremely  weak;  he  had  an  attack  of  coughing  at  mid- 
day, and  became  cyanosed ;  he  recovered  completely  in  a 
few  hours. 

On  July  27  it  was  noted  that  he  could  swallow  solids,  but 
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not  liquids  without  coughing.  Paresis  of  the  upper  and  lower 
extremities  became  more  pronounced. 

On  August  19  it  was  noted  that  the  grasp  was  still 
feeble  ;  the  patienc  could  not  sit  up  in  bed  without  support, 
and  slipped  down  when  he  was  bolstered,  up ;  there  was  still 
a  nasal  voice,  but  no  squint  or  ciliary  paralysis. 

On  September  1  he  was  able  to  sit  up  in  bed  without 
support,  and  on  the  5th  was  allowed  up  in  blankets  ;  there 
was  again  a  slight  squint;  the  knee-jerks  were  absent,  but 
the  plantar  reflexes  present ;  grasp  fairly  strong.  Emacia- 
tion not  great. 

On  September  16  he  was  just  able  to  walk;  on  the  24th 
he  could  walk  fairly  steadily  ;  no  nasal  voice  ;  reflexes  as  on 
the  5th.  He  left  the  hospital  on  September  25,  and  I  heard 
four  weeks  later  that  he  was  in  good  health. 

During  the  whole  of  his  stay  in  the  hospital  the  tem- 
pei'ature  was  only  on  one  occasion  above  100°  F.,  and  that 
was  on  July  4,  when  without  any  apparent  cause  it  ran  up  in 
the  evening  to  101°.  He  was  so  very  ill  when  admitted  tliat 
no  local  treatment  was  adopted. 

On  June  13  he  was  put  on  two  and  a  half  minims  of  Liquor 
Strychninae  every  four  hours,  and  this  was  continued  for  three 
weeks,  when  it  was  given  only  three  times  a  day  and  was  con- 
tinued for  some  weeks.  The  diet  was  nourishing  and  stimu- 
lating; at  first  milk,  beef  tea  (or  mutton  broth).  Brand's 
essence,  and  calves'  foot  jelly,  with  three  ounces  of  brandy 
daily.  Later,  when  he  regained  the  power  of  swallowing, 
solid  food  was  ordered.  (I  think  this  is  the  worst  case  of 
diphtheria  I  have  ever  seen  recover.) 

Case  2. — A  girl  tet.  4  years.  There  was  on  admission 
a  petechial  rash  on  the  neck,  and  a  subcutaneous  haemorrhage 
on  the  chest.  Next  day  there  was  a  subcutaneous  hasmorrhage 
on  the  left  knee,  also  epistaxis.  The  case  was  a  very  severe 
one  of  faucial,  nasal,  and  laryngeal  diphtheria.  The  child 
was  admitted  on  the  sixth  day  of  the  disease,  and  had  24,000 
units  during  the  three  days  following  admission.  There  was 
albuminuria ;  subsequently  there  was  paralysis  of  the  palate 
and  ocular  muscles,  and  partially  of  some  of  the  respiratory 
muscles.  The  antitoxin  produced  urticaria  and  secondary 
pyrexia.     The  child  made  a  complete  recovery. 

Remarks  hy  Dr.  Goodall. — The  above  two  cases  I  regarded 
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as  cases  of  li hemorrhagic  diphtheria.  Hsemoirhages — even 
though  small  and  scanty — into  the  skin  and  subcutaneous 
tissues  and  from  mucous  surfaces  are  of  the  very  gravest 
import  in  diphtheria^  and  these  are  the  only  two  cases  of  the 
kind  in  which  I  have  seen  recovery  take  place.  Of  58  cases 
reported  by  Austen  and  Cogill,  of  the  Western  Fever  Hospitah 
in  the  British  Medical  Journal  for  March  30,  1895,  only  one 
recovered,  and  that  case  was  treated  with  antitoxin.  It  was 
doubtful,  however,  according  to  the  writers,  whether  the  case 
was  really  one  of  hasmorrhagic  diphtheria. 

The  third  case  differs  somewhat  from  the  two  preceding, 
in  that  the  hgemorrhage  did  not  appear  till  the  thirteenth  day 
after  admission  to  hospital.  In  the  first  instance  the  case  was 
a  severe  one,  and  was  given  32,000  units  within  two  days  of 
admission.  It  is  rare  for  hsemorrhage  to  occur  so  late  in  the 
disease  as  in  this  case.  I  reported  a  similar  but  milder  case, 
which  also  recovered,  in  the  Guy's  Hospital  Reports  for  1893, 
vol.  l,in  which  liEematuria,  an  uncommon  symptom  in  haemor- 
rhagic  diphtheria,  also  occurred. 

Case  3. — Louisa  B.,  fst.  6  years,  admitted  January  7,  1896. 
Stated  to  have  had  a  discharge  from  the  nose  since  Jan- 
uary 1,  swelling  of  the  neck  January  6,  and  sore  throat 
January  7. 

On  admission  the  child  appeared  to  be  very  ill ;  there 
was  ragged  membranous  exudation  covering  the  fauces, 
epistaxis,  foetor,  and  enlargement  of  the  cervical  glands ; 
40  c.c.  (800  units)  were  injected  at  once ;  40  more  (800  units) 
a  few  hours  later;  two  doses  of  40  (800)  and  20  (400)  the 
next  day,  and  one  dose  of  20  (400)  the  day  after.  Improve- 
ment was  not  observed  until  the  child  had  been  in  hospital 
nearly  two  days.  She  then  steadily  got  better  till  the  night 
of  January  20,  when  continuous  oozing  of  blood  from  the  nose 
and  the  gums  commenced  ;  the  frequency  of  the  pulse-rate 
increased,  and  the  child  became  very  pale.  The  next  evening 
2  to  3  ounces  of  more  or  less  pure  blood  were  vomited.  Since 
admission  the  quantity  of  urine  passed  had  been  somewhat 
diminished ;  the  urine  was  albuminous.  The  patient  was 
ordered  a  mixture  containing  Tinct.  Ferri  Perchlor. 

On  the  morning  of  January  22  a  purpui'ic  eruption  was 
observed  on  the  face,  trunk,  and  limbs,  fairly  abundant  on 
the  buttocks,  scanty  elsewhere.  There  was  a  little  hasmate- 
mesis  ;  epistaxis  less.  By  the  23rd  the  bleeding  from  the 
nose    and    gums   had    ceased,    and  no    fresh  cutaneous  hee- 
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morrhages  liad  appeai-ed.  Patient  ordered  raw  beef  sand- 
wiches. 

On  the  24th  there  was  a  bruise-h'ke  mark  over  the  sacrum. 
The  voice  was  "  nasal,"  and  the  child  very  prostrate. 

On  the  26th  there  was  abdominal  tenderness,  chiefly 
epigastric  ;  the  abdomen  was  rigid.  No  enlargement  of  any 
of  the  viscei'a  could  be  made  out. 

On  the  27th  the  iron  mixture  was  omitted. 

On  the  30th  the  abdomen  was  still  rigid ;  the  heart  was, 
as  far  as  could  be  ascertained,  slightly  dilated.  The  urine 
contained  blood ;  on  making  a  microscopical  examination 
only  red  blood  discs  were  to  be  seen. 

On  January  31  there  appeared  to  be  no  blood  in  the  urine, 
but  next  day  blood  again  appeared;  13  ounces  of  urine  were 
passed  during  this  day,  February  l,and  this  was  the  smallest 
amount  voided  during  twenty-four  hours.  The  patient  had 
been  put  upon  a  mixture  containing  4  minims  of  Tinct.  Digi- 
talis on  January  31.     The  loins  were  poulticed. 

On  February  3  the  urine,  though  slightly  albuminous, 
was  free  from  blood,  and  it  continued  so  till  the  9th  (with 
the  exception  of  the  6th,  when  it  was  free  from  albumen), 
when  it  again  contained  blood  and  albumen.  The  pulse  was 
slightly  irregular.  There  seemed  to  be  some  fulness  in  the 
left  loin.  The  iron  mixture  was  repeated  and  the  digitalis 
omitted. 

On  the  10th  the  fulness  had  disappeared.  The  urine  was 
smoky.  This  was  the  last  occasion  on  which  there  was 
hgematuria.  There  was  a  trace  of  albumen  in  the  ui'ine  off 
and  on  till  Februaiy  30  ;  then  the  patient  began  steadily  to- 
mend,  and  was  discharged  well  on  April  2. 

From  January  20  to  February  4  there  was  irregular 
pyrexia,  the  temperature  usually  varying  daily  from  99'5°  to 
100*5°.     On  the  evening  of  January  23  it  rose  to  102°. 
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Two  cases  of  Diphtheria  occurring  in  patients  the  suhjects  of 
nephritis,  treated  with  antitoxin.'^     (Communicated  by  Dr. 

E.  W.  G-OODALL.) 

Case  1. — Benjamin  C,  set.  12  years,  was  admitted  to  the 
Eastern  Hospital  on  Januaiy  17,  1897,  suffering  from  post- 
scarlatinal nephritis,  having  been  ill  since  December  24, 
1896. 

On  February  3  there  was  no  albuminuria,  and  the  urine 
remained  free  till  March  2.  when  it  again  became  smoky  and 
albuminous, and  the  patient's  temperature  rose  in  the  evening  to 
103°  F.  Next  morning  there  was  marked  faucial  diphtheria, 
and  8000  units  of  antitoxin  was  injected.  The  attack  was 
severe,  and  there  was  much  cervical  cellulitis. 

On  March  4  4000,  March  5  4000,  and  March  6  4000 
units  were  injected ;  so  that  the  patient  had  12,000  units  in 
three  days.  The  urine  remained  bloody  till  March  6,  and  it 
was  free  from  albumen  on  and  after  March  12.  Save  for 
slight  paralysis  of  the  palate  the  patient  made  an  unin- 
terrupted I'ecovery,  and  went  out  well  on  May  2. 

Case  2. — Alfred  D.,  jet.  5  years,  was  admitted  on  Jan- 
uary 6th,  1897,  with  scarlet  fever.  He  was  also  suffering 
from  tuberculous  osteitis  of  the  left  radius. 

On  January  23  there  was  considerable  albuminuria,  which 
decreased  up  to  February  5.  On  February  8  there  was  more 
albumen,  and  also  in  addition  blood.  The  nephritis  continued 
(the  amount  of  blood  varying)  till  March  6,  on  which  date 
no  blood  was  present.  On  that  date  symptoms  of  nasal  diph- 
theria appeared.  Next  day  4000  units  of  antitoxin  were  in- 
jected. The  nephritis  never  quite  cleared  up,  and  when  the 
tioy  was  discharged  on  May  7  there  was  still  slight  albuminuria. 
The  disease  of  the  radius  had  become  worse  before  the  anti- 
toxin was  given. 

*  Three  similar  cases  are  reported  by  Dr.  Goodall  iu  the  Lancet,  Xov.  21, 
1896. 
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Three  cases  in  luhich  the  injection  of  antitoxic  serum  was 
followed  hy  a  rigor  and  other  symptoms.  (Communicated 
by  Dr.  E.  W.  Goodall.) 

Case  1. — A  gii-l  get.  4  years  was  admitted  on  October 
24,  1897,  with  faucial  diphtheria  dating  from  October  21. 
She  received  4000  units  of  antitoxin  (which  we  will  call 
Antitoxin  A)  on  admission,  and  again  on  October  25  and  26 ; 
by  the  31st  the  fauces  were  clear  of  exudation. 

On  November  o  there  was  an  urticarial  rash,  and  on  the 
5th  a  transient  rise  of  temperature ;  a  nasal  voice  was  observed 
on  November  9,  and  on  the  26th  the  patient  was  not  able  to 
walk  very  steadily. 

On  November  30  the  temperature  at  10  a.m.  was  102°,  and 
both  tonsils  were  almost  covered  Avith  exudation  ;  there  was 
no  rash.  At  1.35  p.m.  4000  units  of  Antitoxin  B  were  injected. 
Within  twenty  minutes  of  this  injection  she  was  seized, 
according  to  the  nurse,  with  shiverings,  quickly  followed  by 
two  convulsions.  When  seen  a  few  minutes  later  by  the 
assistant  medical  officer  the  convulsions  had  ceased,  but  the 
child  was  in  a  somewhat  drowsy  state  ;  the  temperature  rose 
to  105°  F.  immediately  after  the  convulsions.  She  was 
ordered  a  mixture  containing  chloral  hydrate,  to  be  given,  if 
possible  by  the  mouth,  but  if  not,  per  rectum.  There  was 
no  rash.  By  6  p.m.  the  temperature  had  fallen  to  100'4°; 
during  the  night  it  rose  again  to  102°,  but  fell  during  the  next 
day  to  100°.  During  the  night  of  November  30  to  December  1 
the  child  vomited  several  times;  about  6  a.m.  a  rash  was  noticed. 
At  11  A.M.  there  was  present  a  brilliant  red  patchy  erythema, 
situate  mostly  on  the  extremities  and  on  their  extensor 
surfaces.  There  were  a  few  papules  here  and  there  on  the 
trunk,  especially  the  back;  in  places  the  rash  was  urticarial. 
Pulse  144.  The  patient  did  not  appear  to  be  very  ill ;  later  the 
pulse  rate  rose  to  156,  and  was  somewhat  irregular. 
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On  December  2  the  rash  had  all  gone,  leaving  only  a 
slight  mottling  of  the  skin.  Pulse  182.  Exudation  was  still 
present  on  the  tonsils.  Temperature  normal  all  day  and  till 
6  P.M.  on  the  3rd,  when  it  rose  to  100°. 

On  December  4  a  general  erythema  appeared  upon  the 
legs  and  lower  part  of  the  back.  This  rash  was  blotchy  in 
places,  and  not  very  unlike  that  of  December  1  ;  the  fauces 
were  clearer;  there  was  no  vomiting.  Morning  temp.  101°, 
evening  temp.  98°. 

On  December  5  the  rash  had  extended  all  over  the  trunk ; 
at  the  back  were  some  urticarial  patches.  The  child  was 
ordered  some  chloralamide  in  the  evening,  being  restless  and 
sleepless.  Morning  temp.  100'2°,  evening  temp.  102'4°. 
Next  day  the  nurse  reported  that  in  the  morning  there  were 
twitchings  of  the  muscles  about  the  mouth,  and  the  patient 
became  of  a  bad  colour.  This  condition  lasted  about  three 
minutes  ;  the  pulse  was  very  rapid,  though  of  fair  volume  ; 
the  rash  had  almost  gone.  Morning  temp.  98°,  evening 
temp.  101°. 

On  December  7  the  patient  appeared  to  be  much  better. 

On  December  9  she  was  in  a  drowsy,  apathetic  state ;  she 
did  not  speak,  and  took  no  notice  of  anything  said  to  her. 

On  December  10  there  was  frequent  twitching  of  the 
mouth.  The  pupils  were  equal  and  reacted  well  to  light,  no 
optic  neuritis,  no  squint ;  the  nurse  stated  that  though  the 
child  was  very  dull,  she  seemed  to  recognise  her  father.  She 
was  not  comatose  but  apathetic ;  she  was  not  paralysed  as  far 
as  could  be  made  out — the  nurse  observed  her  sit  up  in  bed. 
The  knee-jerks  were  obtained  with  difficulty.  The  excreta 
were  passed  into  the  bed.  Pulse  140,  good  volume  ;  nothing 
abnormal  in  the  heart  and  lungs.  Left  otorrhoea  was  ob- 
served for  the  first  time.  Nothing  amiss  could  be  discovered 
about  the  mastoid  process.  From  this  date  onwards  the 
child  slowly  but  steadily  improved,  no  further  symptoms 
being  observed  except  slight  diarrhoea  on  December  18. 
There  was  slight  irregular  pyrexia  from  December  7  to  21. 
The  patient  was  discharged  on  February  3,  quite  well  save 
for  slight  diarrhoea.  There  was  no  albumen  either  during  or 
after  the  relapse. 

Case  2. — A  girl  ^et.  6  years  was  admitted  on  October  31 
with  faucial  diphtheria ;  she  was  taken  ill  on  the  previous 
day.  She  was  treated  with  4000  units  of  Antitoxin  B,  and 
made  a  quick  recovery. 
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Ou  November  7  an  antitoxin  rash  (blotchy  erythema  and 
urticaria)  without  any  rise  of  temperature  was  observed. 

Ou  the  morning  of  December  6  she  complained  of  head- 
ache, and  her  temperature  rose  to  102"  F. ;  the  tonsils  were 
enlarged,  and  upon  them  were  small  patches  of  exudation. 
Evening  temp.  103°.  The  next  morning  the  exudation  having 
increased,  4000  units  of  Antitoxin  C  were  injected  at  1  p.m. 
The  morning  temperature  was  99*6°;  within  half  an  hour  of 
the  injection  the  child  had  a  rigor,  and  the  temperature  rose 
to  105°,  but  in  another  half  an  hour  it  had  fallen  to  102° ;  at 
6  P.M.  it  was  99*6°.  The  next  morning  the  patient  seemed 
well,  the  temperature  being  99'6°.  A  patchy  erythema  with 
urticaria  was  observed  round  the  site  of  the  injection.  The 
tonsils  were  clear  on  December  10.  The  child  made  a  good 
recovery,  and  was  sent  to  the  convalescent  hospital  on 
January  3. 

Case  3. — A  little  girl  set.  3  years  was  taken  ill  on 
October  22,  and  admitted  to  hospital  on  October  26,  with 
severe  faucial  and  nasal  diphtheria. 

On  admission  4000  units  of  antitoxin  were  injected,  again 
4000  on  October  27  and  28,  and  2000  on  October  29.  There 
was  albuminuria,  which  lasted  till  December  14.  By 
October  31  the  fauces  were  clear  of  membrane  ;  ou  that  day 
there  were  symptoms  of  slight  bronchitis,  which  lasted  about 
a  week.  Before  the  onset  of  this  complication  the  tempera- 
ture was  never  above  99"6°.  An  erythematous  rash  appeared 
on  November  10  without  pyrexia  ;  it  disappeared  by  the  12th. 

On  November  6  the  child  could  not  drink  without  cough- 
ing; on  the  9th  the  right  knee-jerk  had  disappeared. 

On  November  19  and  20  there  was  a  rise  of  temperature 
to  102'2°  and  101°  respectively,  without  any  obvious  cause, 
but  a  few  days  later  a  very  offensive  purulent  discharge  from 
the  right  ear  was  observed.  By  December  8  there  were 
other  signs  of  paralysis  (squint,  loss  of  both  knee-jerks,  and 
weakness  of  the  legs).  No  further  symptoms  were  observed 
till  midday  on  December  14,  when  the  child  vomited  and 
her  temperature  rose  to  100°,  and  the  pulse  became  frequent. 
The  next  day  a  small  patch  of  yellowish  exudation  appeared 
on  each  tonsil.  Pulse  140,  temp.  99°.  At  noon  4000  units 
of  Antitoxin  C  were  injected;  within  a  quarter  of  an  hour  the 
patient  was  very  sick,  and  was  covered  with  an  urticarial 
rash.  Shortly  before  2.30  p.m.  she  had  a  rigor,  which  lasted 
about  half  an  hour.       She  became  cyauosed,  and  the  pulse 
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was  rapid  and  feeble.  Next  day  the  rash  was  still  present. 
The  paralytic  symptoms  still  continued  ;  the  exudation,  in 
which  diphtheria  bacilli  were  found,  quickly  cleared  off. 
From  the  21st  to  the  23rd  there  was  a  blotchy  rash  and 
pyrexia.  After  that  the  patient  slowly  improved,  and  was 
discharged  well  on  February  1. 
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Obseevations  made  Prior  to  Injection  op  Antitoxin. 

Clinical  history  and  state  on  adm,ission. 

Date  of  onset. 
Mode  of  onset. 

Histor}^  of  infection  (if  obtainable). 
General  condition  (anaemia,  lividity,  &c.). 

Co-existing  diseases  (if  any). 

Seat,  extent,  and  characters  of  local  affection 
Palate  and  uvula. 
Tonsils. 
Pharynx. 
Nose. 

Lymphatic  glands  (condition  of). 
Laryngeal  symptoms. 

Pulmonary  symptoms. 

Heart  and  characters  of  pulse. 

Urine. 
Knee-jerks. 
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Observations  made  during  progress  op  Case. 
General  condition. 

J-iOCal  condition  (if  exudation  present,  note  its  appearance  and  variations 
from  day  to  day,  diite  of  commencement  of  separation,  and  date  of 
complete  separation). 

Palate  and  uvula. 

Tonsils. 

Pharynx. 

Nose. 

Lymphatic  glands  (condition  of). 

Laryngeal  symptoms. 

Pulmonary  symptoms. 

Heart  and  characters  of  pulse. 

Urine  (observations  other  than  those  recorded  on  chart). 

Paralysis  (date  of  onset,  duration,  and  degree  of). 

Palate. 

Accommodation. 
Limbs. 
Other  parts. 

Knee-jerks  (condition  of). 

Skin  (rashes,  sweating,  &c.,  with  dates  of  appearance  and 
duration). 

Joints   (pain,  swelling,  &c.,  with  dates  of  appearance  and 
duration). 

Local  reaction  (at  seat  of  injection). 
Complications  (if  any). 
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Treatment. 

(Local  to  throat.) 
General  (medicinal). 
Alcohol. 
Diet. 

Date  of  tracheotomy  or  intubation. 

Date  of  final  removal  of  tube. 

Bacteriology.      (Name   of    observer.      Dates    and    results    of 
each  observation.) 

For  Fatal  Cases. 

Date  of  death. 

Cause  and   manner  of   death   (dyspnoea^  syncope,  con- 
vulsions, &c.). 

Post-mortem  examination. 

Nose. 

Mouth. 

Pharynx. 

Larynx. 

Trachea  and  bronchi. 

Other  mucous  membranes. 

Lymphatic  glands. 

Lungs. 

Heart. 

Kidneys. 

Other  morbid  conditions. 
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